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What  should  a 
medicatbn  for  sleep 


be  expected 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor 
sleeping  habits;  and  in  acute  or  chronic 
medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administra- 
tion is  generally  not  necessary  or 


recommended. 

Contraindications:  Known  hypersensi- 
tivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e  g.,  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15  years 


of  age.  Though  physical  and  psychological 
dependence  have  not  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg 
to  preclude  oversedation,  dizziness  and/ 
or  ataxia.  If  combined  with  other  drugs 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects. 
Employ  usual  precautions  in  patients 
who  are  severely  depressed,  or  with 


for  7 to  8 hours  without  need  to  repeat 
dosage  during  the  night 

No  sleep  medication  has  been  as  rigorously  evaluated  in  the  sleep  research 
laboratory  as  Dalmane.  Insomnia  patients  given  one  30-mg  capsule  of  Dalmane 
at  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewer  nighttime 
awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours 
with  no  need  to  repeat  dosage  during  the  night. 


with  consistency 

Dalmane  has  been  shown  to  be  consistently  effective  even  during  consecutive 
nights  of  administration.  Thus  there  is  little  likelihood  for  the  need  to  increase 
dosage  to  maintain  therapeutic  effect. 

Dalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication-a  benzo- 
diazepine specifically  indicated  for  insomnia.  It  is  not  a barbiturate  or  metha- 
qualone,  nor  is  it  related  chemically  to  any  other  available  hypnotic. 


with  relative  safety 

Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalmane;  no 
depression  of  cardiac  or  respiratory  function  was  noted  in  patients  administered 
recommended  or  higher  doses  for  as  long  as  90  consecutive  nights.  Dalmane  is 
generally  well  tolerated  and  morning  “hang-over”  is  relatively  infrequent. 
Dizziness,  drowsiness,  lightheadedness  and  the  like  have  been  the  side  effects 
noted  most  frequently,  particularly  in  elderly  and  debilitated  patients.  (An 
initial  dose  of  Dalmane  15  mg  should  be  prescribed  for  these  patients.) 
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DALMANE 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  h.s.— usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  /7.s. — initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


ent  depression  or  suicidal  tendencies, 
'iodic  blood  counts  and  liver  and  kid- 
/ function  tests  are  advised  during 
>eated  therapy.  Observe  usual  precau- 
ns  in  presence  of  impaired  renal  or 
aatic  function. 

verse  Reactions:  Dizziness,  drowsi- 
bs,  lightheadedness,  staggering,  ataxia 
d falling  have  occurred,  particularly 
elderly  or  debilitated  patients.  Severe 
fation,  lethargy,  disorientation  and 
na,  probably  indicative  of  drug  intoler- 
ce  or  overdosage,  have  been  reported. 


Also  reported  were  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervous- 
ness, talkativeness,  apprehension,  irri- 
tability, weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints.There  have  also  been  rare  occur- 
rences of  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech, 


confusion,  restlessness,  hallucinations, 
and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  eg,  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  bene- 
ficial effect.  Adults:  30  mg  usual  dosage; 
15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg 
initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


A DOUBLE-DUTY  DIURETIC 

Trademark 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

GETS  THE  WATER  OUT 
IN  EDEMA 

BRINGS  DOWN  BLOOD  PRESSURE 

IN  HYPERTENSION* 

SPARES  POIASSIUM  IN  BOTH 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

^Indications;  Edema  associated  with  congestive  heart  failure, 
cirrhosis  of  the  liver,  the  nephrotic  syndrome;  steroid-induced 
and  idiopathic  edema;  edema  resistant  to  other  diuretic 
therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy,  particularly  in 
patients  with  suspected  or  confirmed  renal  insufficiency  (e.g., 
elderly  or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly  with 
‘Dyazide’,  check  serum  potassium  frequently —both  can  cause 
potassium  retention  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe  patients  on 
‘Dyazide’  regularly  for  possible  blood  dyscrasias,  liver  damage 
or  other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  sk&f  ). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides.  Watch 
for  signs  of  impending  coma  in  acutely  ill  cirrhotics.  Thiazides 


are  reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible  haz- 
ards to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  determi- 
nations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  anti- 
hypertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 
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a subsidiary  of  Smith  Kline  & French  Laboratories 
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“Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  of 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  former 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 


Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  in- 
crease in  Blue  Shield  rates,  Dr.  Blas- 
ingame’s  newsletter  had  this  to  say: 

“In  general,  it  can  be  said,  MD’s 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  their 
patients... 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  world 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  economic 
impact.  The  economics  of  health  care 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 


When  the  pharmacist  recom- 
mends that  a drug  product  other  than 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  neces- 
sary for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  the 
unilateral  decision  of  the  pharmacist, 
made  in  the  absence  of  clinical  knowl- 
edge of  the  patient,  could  expose  him 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothing 
in  the  pro-substitution  argument  that 
offsets  these  risks. 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledge 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degree, 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  need 
expert  knowledge  of  no  more  than  25 


5 iuld  be  an  obligation  of  medical 
3 ctice. . . 

“Medical  societies  ought  to  con- 
;t  continuing  campaigns  to  point 
the  substantial  savings  that  could 
realized  thru  deductible  insurance 
j protection  for  catastrophic  ill- 
;s.  At  the  very  least,  they  should,  in 
patients’  interest,  question  the 
£ tics  of  any  insurance  organization 
t raises  health  care  costs  by  forc- 
policyholders  to  buy  insurance 
y may  not  need  or  want  and  prob- 
y won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
tothe  economic  consequences  of 
ir  decisions.  Too  many,  for  ex- 
ple,  habitually  hospitalize  patients 
the  convenience  of  the  MD.  It’s 
lsense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
ties,  have  unhesitatingly  appealed 
heir  patients  for  support  in  the 
it  against  government  interference 
:h  the  private  practice  of  medicine, 
d the  public  in  the  past  has  re- 
;>nded.  It’s  time  the  American  Med- 
,1  Association  and  state  and  local 
dical  societies  paid  off  the  debt  by 
pisive  action  to  hold  down  the  cost 
nedical  care.” 

>t  of  Drugs 

Insurance  rates  and  hospital 
srges  are  only  two  factors  in  health 


1 30  drugs  that  he  selects  to  treat  the 
Ijority  of  conditions  encountered  in 
practice.  Moreover,  the  physi- 
n’s  choice  of  a specific  brand  is 
:sed  on  his  knowledge  of  the  pa- 
nt’s medical  history  and  current 
ndition,  and  his  experiences  with 
: particular  manufacturer’s 
)duct. 

Some  substitution  proponents 
ye  argued  that  the  dispensing  of  a 
ascription  is  a simple  two-party 
i nsaction  between  the  pharmacist 
id  the  patient,  and  that  a substitut- 
I pharmacist  may  avoid  even  a 
phnical  breach  of  contract  by  simply 
Tifying  the  patient  that  he  is  making 
d substitution.  I would  judge  that 
v courts  would  be  sympathetic 
vard  a pharmacist  who  substituted 
':hout  physician  approval  and  who 
dertook  a legal  defense  that  seeks 
make  the  patient  responsible  for 
|p  pharmacist’s  actions, 
iduced  Prescription  Prices? 

Substitution  advocates  are 
ggesting  to  the  consumer,  and  par- 
jularly  the  consumer  activist,  that 
duced  prescription  prices  could 
low  legalization  of  substitution, 
e have  seen  absolutely  no  evidence 
justify  this  claim.  To  the  contrary, 
perience  in  Alberta,  Canada,  where 
bstitution  is  authorized,  suggests 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation's  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist’s  Role  in 
Product  Selection’’  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


cates  as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

( 1 ) that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?’’ 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  115 5 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


• • 


KIIMESED®  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  rend  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESED. 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  ( Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size . . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

indications:  Tension  and  anxiety 
states,  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skele- 
tal muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appro- 
priate therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase 
in  frequency  and/or  severity  of  grand  mal 
seizures  may  require  increased  dosage  of 
standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency 
and / or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol 
and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbitu- 
rates and  alcohol)  have  occurred  follow- 
ing abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to 
habituation  and  dependence.  In  preg- 
nancy, lactation  or  women  of  childbearing 
age,  weigh  potential  benefit  against 
possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Para- 
doxical reactions  such  as  acute  hyper- 
excited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of  neu- 
tropenia, jaundice;  periodic  blood  counts 
and  liver  function  tests  advisable  during 
long-term  therapy. 


If  there’s 
good  reason  to 
prescribe  for 
psychic  tension 


••• 


ROCHE 


When,  for  example,  despite  counseling, 
tension  and  anxiety  continue  to  produce 
distressing  somatic  symptoms 

. Prompt  action 
is  a good  reason  to 
consider  Wium 

(diazepam) 

2-mg,  5 -mg,  10-mg  tablets 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N J.  07110 


Hair  styles  come  and  go, 

but  Selsun  ^SELENIUM  SULFIDE  LOTION) 

remains  a classic  for  dandruff 


Since  1951,  Selsun  has  proven  to  be  effective  in  treating  dandruff 
and  seborrheic  dermatitis.  When  your  patient  is  tormented  by 
itching  and  scaling,  provide  the  relief  that  only  you  can  prescribe 
. . . Selsun . . . classic  anti-dandruff  therapy. 


Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or  irritation  may 
result.  Avoid  application  to  inflamed  scalp  or  open  lesions.  Occasional 
sensitization  may  occur.  Rinse  well. 


Contains:  Selenium  sulfide,  2Vi%,  w/v  in  aqueous  suspension;  also  contains: 
bentonite,  sodium  alkyl  aryl  sulfonate,  sodium  phosphate  (monobasic), 
glyceryl  monoricinoleate,  citric  acid,  captan,  and  perfume. 
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ARIZONA  MEDICINE 


Address  all  correspondence  to  the 
Journal  Offices 
810  W.  Bethany  Home  Rd., 

Phoenix,  Arizona  8501 3 

Bruce  E.  Robinson 
Business  Manager 

National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced,  on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) . 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  90C  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syruo  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 

•etc. 

lift  WALLACE  PHARMACEUTICALS 
CRANBURY.  NEWJERSEY  08512 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomvcin  300., 

[metiiacycline  HCI] Capsules 

Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  al 

minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


EfudeX  (f  luorouracil) 

works  where  it  counts... 


Lesion  #2  — Two  days  after  initiation  of  ther-  Lesion  #3  — Two  weeks  after  initiation  of  ther- 
apy. Electron  micrograph  of  solar  keratotic  apy.  Electron  micrograph  of  skin  from  patient’s 


skin  from  patient’s  hand. 


hand. 


Typical  abnormalities  are:  Improvement  shown: 

Malpighian  cells  [containing  an  abundance  of  Less  conspicuous  desmosomes  (D),  widened 

thick  tonofibrils  (T)]  which  are  connected  with  intercellular  spaces  and  Malpighian  cells 


well-developed  desmosomes  (D).  Note  the  showing  a remarkable  reduction  of  tonofibrils 

clumped  tonofibrils  in  the  so-called  ‘dyskera-  (T).  The  arrow  indicates  a degenerating 

totic’  cell  (arrow)  indicative  of  solar  keratosis.  dyskeratotic  cell,  x 5000(12/31/71) 

No  change  can  be  noted  at  this  level  after  two 
days  of  therapy,  x 5000  (12/16/71) 


Solar,  actinic  or  senile  keratoses 

By  whatever  name  they  may  be  known,  they  commonly 
occur  as  multiple  lesions  and  chiefly  on  the  exposed 
portions  of  the  skin.  Because  they  may  be  premalignant, 
it  is  generally  agreed  that  they  should  be  treated.  Sur- 
gery, cryotherapy,  or  electrodesiccation  may  present 
certain  drawbacks,  both  for  the  physician  and  the 
patient,  but  there  is  Efudex®  (fluorouracil)— as  an  alter- 
native to  conventional  therapy. 

Sequence  of  therapy  - 
Selectivity  of  response 

The  easily  applied  Efudex  cream  or  solution  usually 
begins  to  show  effects  within  a few  days— an  erythema 
in  the  area  of  the  lesions.  Within  two  weeks  after  ini- 
tiation of  therapy,  this  reaction  usually  reaches  its 
height  of  unsightliness  and  discomfort,  declining  after 
discontinuation  of  therapy.  This  reaction  occurs  in 
affected  areas.  Since  the  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied  to  rule 
out  the  presence  of  a frank  neoplasm. 


Acceptable  results 

Treatment  with  Efudex  (fluorouracil)  provides  highly 
acceptable  cosmetic  results  posttherapeutically.  The 
incidence  of  scarring  is  low.*  This  is  particularly  impor- 
tant with  multiple  facial  lesions.  Efudex  should  be 
applied  with  care  near  the  nose,  eyes  and  mouth. 

5%  cream/solution-a  Roche  exclusive 

Only  Roche  formulates  the  5%  cream  and  solution 
—high  in  patient  acceptability— economical— and  higher 
in  clinical  efficacy  than  the  2%  formulation  for  lesions 
of  the  hands  and  forearms. 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


' \ Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

„ / Nutley,  N.J.  07110 


in  treating  solar  keratoses 
which  may  be  premalignant. 


Before  treatment  — 12/14/71  After  treatment— Two  weeks  after 

therapy  stopped  — 1/28/72 


This  patient’s  solar  keratoses 

responded  to 

Efudex  (fluorouracil)  5% 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflam- 
matory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  derma- 
titis, scarring,  soreness  and  tenderness.  Also  reported— in- 
somnia, stomatitis,  suppuration,  scaling,  swelling,  irritability, 
medicinal  taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophiiia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 


propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


An  alternative  to 
conventional  therapy 

Efudex 

(fluorouracil) 

cream/solution 


Your  bookkeeper  still  hasn’t  talked  to  Monica? 


Maybe  we  should  introduce  them. 
If  you  average  over  100  customer  statements  a month,  our 
talking  computer,  Monica,  can  be  very  helpful. 
You  call  a special  Valley  Bank  number,  using  any  ordinary 
touch-tone  telephone.  Our  computer  will  answer  — in  a 
clear,  human  voice.  Then,  step  by  step,  our 
computer  will  describe,  by  voice,  how  to  record 
your  transaction  — just  by  pushing  buttons 

on  the  phone. 

All  information  you  send  is  automatically 
repeated,  by  voice,  to  assure  accuracy.  And  you 
get  an  instant  balance  for  final  verification. 
On  cut-off  each  month,  all  the  paper  work  is 
handled  automatically.  Statements  are 
mailed  within  48  hours. 
Call  261-1665  in  Phoenix  — or  792-7370  in 
Tucson  and  we’ll  introduce  you  to  our  Monica. 

We  think  it’s  time  the  two  of  you  had 
a nice  little  chat. 


Valley  National  Bank 
Business  Systems  Division 


whcN  The  surF's  up... 
wIiere  will  you  bs? 

IN  HAWAII 

(WE  HOPE) 

FROM  OCTOBER  17  THROUGH  OCTOBER  25,  1973 

Attending 

The  20th  Annual  Scientific  Assembly 

of  the 

Arizona  Academy  of  Family  Physicians 

For  Information— Contact: 

June  Boykin,  Executive  Secretary,  Arizona  Academy  of  Family  Physicians 
3627  INI.  60th  Street  — Scottsdale,  Arizona  85251 
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When  the  asthmatic 
can  anticipate 
the  attack 

Bronkotabs 


Each  tablet  contains  ephedrine  sulfate  24  mg;  theophylline  100  mg 
glyceryl  guaiacolate  100  mg;  phenobarbital  8 mg 
(warning:  may  be  habit-forming). 


can  help  forestall  or  relieve  it 


Why  day  to  day  maintenance  therapy  with 
Bronkotabs  helps  control  asthmatic  attacks: 

Bronkotabs  relieves  bronchospasm  to 
open  airways  and  help  keep  them  open. 

Bronkotabs  thins  mucus  to  help  clear 
the  tracheobronchial  tree.  Bronkotabs 
decongests  bronchiolar 
mucosa  to  improve  the 
passage  of  air. 

Economical  long- 
term therapy. 


PRECAUTIONS  AND  ADVERSE 
EFFECTS:  Sympathomimetic  side 
effects  are  minimal, and  there  are  none 
of  the  dangers  or  side  effects  associ- 
ated with  steroid  therapy.  However, 
frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleepless- 
ness. Should  be  used  with  caution  in 
the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsi- 
ness may  occur.  Ephedrine  may  cause 
urinary  retention,  especially  in  the 
presence  of  partial  obstruction,  as  in 
prostatism. 

DOSAGE:  Adults,  one  tablet  every 
three  or  four  hours,  four  or  five  times 
daily.  Children  over  six,  one-half  the 
adult  dose.  Children  under  six,  as 
directed. 

SUPPLIED:  Bottles  of  100  and  1,000 
tablets. 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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THE  IMMUNOLOGY  OF  CANCER 

AVENUES  TO  IMMUNOTHERAPY 

A.  H.  WOODS,  M.D. 

ASSOCIATE  CHIEF  OF  STAFF 
ASSOCIATE  PROFESSOR  OF  MEDICINE 


Therapy  of  cancer  has  traditionally  been  div- 
ided between  surgeons,  radiotherapists,  and  a 
small  number  of  physicians  interested  in  chemo- 
therapy. Until  about  five  years  ago,  the  aim  of 
radio  and  chemotherapists  alike  was  chiefly  pal- 
liation, and  the  enthusiasm  which  they  brought 
to  their  activities  was  tempered  by  the  lack  of 
hope  for  a cure  on  the  one  hand  and  by  the 
realization  that  their  therapy  frequently  increas- 
ed the  morbidity  of  the  disease  on  the  other. 
Many  non-operable  cancer  patients  have  been 
deterred  from  seeking  further  therapy  by  fear 
of  the  sequelae  of  radiation  and  chemotherapy 
and  the  inevitability  of  the  ultimate  outcome. 

Recently,  two  developments  have  acted  to 
alter  this  despondent  climate.  First  has  been  the 
excellent  results  obtained  by  combinations  of 
chemotherapeutic  agents,  alone  or  in  combina- 
tion with  radiation,  in  such  diseases  as  acute 
lymphocytic  leukemia  and  Hodgkin’s  disease. 
Second  has  been  the  increasing  understanding  of 
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the  role  of  the  immune  system  in  suppression  of 
cancer  and  the  expectation  that  this  role  could 
be  augmented  to  the  point  of  providing  a fourth 
and  potent  line  of  attack  against  cancer.  The 
hope  has  arisen  that,  after  the  main  bulk  of  a 
neoplasm  has  been  reduced  by  combinations  of 
surgery,  radiation,  and  chemotherapy,  immuno- 
therapy might  provide  the  means  for  eliminating 
the  last  remaining  cancer  cells  which  have  in  the 
past  always  provided  the  nidus  for  regrowth, 
and  so  bring  about  the  ultimate  cure. 

It  is  this  last  approach,  immunotherapy,  which 
is  the  subject  of  this  review.  It  had  its  origin  in 
the  hypothesis  of  immune  surveillance  advanced 
by  Burnet'  in  1957  and  Thomas2  in  1959.  More 
recently,  Burnet  has  restated  his  thinking,3  and 
several  monographs  have  appeared  dealing  with 
this  concept.4, 5 Immune  surveillance  is  a theory 
which  embraces  the  following  cardinal  concepts. 

1.  The  development  of  cancer  in  a cell  from 
whatever  cause  is  accompanied  by  the  appear- 
ance of  new  and  distinct  antigens  upon  its  mem- 
brane which  are  lacking  in  normal  tissues  and 
which  permit  it  to  be  distinguished  by  the  im- 
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mune  system.  These  antigens  are  known  as 
tumor-associated  antigens,  or  TAA. 

2.  TAA  are  capable  of  provoking  an  immune 
response  in  the  host  which  is  of  two  general 
types:  cellular  immunity  and  humoral  immunity. 
Cellular  immunity  arises  from  stimulation  of 
that  population  of  lymphocytes  which  are  under 
thymic  control,  or  T cells;  while  humoral  immu- 
nity results  from  stimulation  of  a second  pop- 
ulation of  lymphocytes  which  are,  in  man,  of 
bone  marrow'  origin,  or  B cells.  Cellular  immunity 
consists  of  specifically  sensitized  T cells  capable 
of  attacking  and  killing  target  cells  by  direct 
contact  without  the  intermediation  of  other  fac- 
tors such  as  antibodies.  B cells,  on  the  other 
hand,  act  through  the  manufacture  and  release 
of  classical  antibodies  falling  into  one  of  the  five 
types  of  gamma  globulins.  Such  antibodies,  in 
the  presence  of  complement  may  be  capable  of 
killing  target  cells,  in  which  case  they  are  known 
as  cytotoxic  antibodies.  They  may  act  by  adsorb- 
ing to  the  surface  of  other  cells  such  as  macro- 
phages and  thereby  enhancing  their  action,  in 
which  case  they  are  known  as  cytophilic  anti- 
bodies. They  may  act  by  interfering  with  and 
blocking  the  contact  of  T cells  with  their  targets 
and  prevent  T cell  effect,  in  which  case  they  are 
known  as  blocking  antibodies.  In  short,  these 
various  mechanisms  provide  a basis  for  under- 
standing how  the  immune  system  is  at  the  same 
time  capable  of  killing  cancer  cells  and  also  of 
undergoing  enough  internal  interference  (block- 
ing) to  prevent  killing. 

3.  Immune  surveillance,  therefore,  is  predi- 
cated upon  the  interaction  of  newly  arising 
malignant  cells  and  the  immune  system.  The 
appearance  of  a clone  of  malignant  cells  with  its 
TAA  stimulates  the  formation  of  killer  T cells 
which  then  eliminate  the  tumor  clone,  restoring 
the  normal  situation  and  preventing  the  develop- 
ment of  clinical  cancer.  According  to  the  con- 
cept of  immune  surveillance,  this  process  of 
elimination  is  continuously  in  operation  and  is, 
in  the  vast  majority  of  cases,  successful.  We  are 
then  left  to  explain  those  instances  in  which  the 


system  fails  and  cancer  does  develop.  To  ap- 
proach an  answer  to  this  ultimate  question,  it  is 
necessary  to  go  back  and  examine  some  of  the 
experimental  evidence  for  the  statements  made 
above. 

Tumor  Associated  Antigens  (TAA) 

The  greatest  impediment  to  work  on  the  im- 
munology of  cancer  has  been  the  general  failure 
of  human  tumors  to  obey  the  same  rules  of  be- 
havior found  in  animal  tumors.  Thus,  the  gather- 
ing evidence  from  animal  experimentation  that 
most,  if  not  all,  animal  tumors  are  caused  by  vir- 
uses has  led  one  group  led  by  Huebner  to  formu- 
late a viral  oncogene  theory  which  holds  that 
the  cells  of  most  or  all  vertebrates  possess  from 
birth  inactive  genomes  of  tumor  viruses  w'hich 
can  later  be  activated  by  a variety  of  stimuli  to 
produce  either  tumors  or  more  virus.6  A large 
program  has  been  developed  by  the  National 
Cancer  Institute  to  identify  viruses  in  human 
cancer.7  Yet  the  final  links  are  still  missing  and 
several  expected  patterns  which  would  be  pre- 
dicted if  human  tumors  obeyed  the  same  laws  as 
animal  tumors  have  been  slow  to  find.  Chief 
among  these  are  the  tumor  associated  antigens 
(TAA)  which  are  so  characteristic  of  animal  tum- 
ors. These  are  generally  of  two  types;  first  the 
tumor-specific  transplantation  antigens  (TSTA) 
which  are  located  on  the  cell  membrane.  These 
are  specific  for  the  inciting  virus  and  are  respon- 
sible for  sensitization  of  the  T cell  population 
with  the  ensuing  killing  reaction  similar  to  tissue 
transplantation  rejection.  They  are  constant  in 
all  tissues  involved  by  the  same  tumor  and  even 
remain  unchanged  when  tumors  are  elicited  in 
different  species  by  the  same  virus.8  Second  are 
the  cytoplasmic  antigens  known  as  T antigens 
which  are  intracellular  and  chiefly  characteristic 
of  DNA  viruses.8  The  existence  of  these  antigens 
provides  a powerful  tool  in  animal  studies.  The 
fact  that  similar  TSTA  are  found  in  tumors  of 
the  same  viral  origin  despite  differences  in  the 
tissues  involved  or  even  of  the  animal  species 
serves  as  an  identifier  of  the  tumor  origin  and 
leads  to  the  conclusion  that  the  tumor  antigens 
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are  coded  directly  by  the  virus  through  the  in- 
fected cell’s  machinery.  This  leads  to  the  sup- 
position that,  if  the  viral  oncogenesis  theory  also 
applies  to  man,  similar  antigens  should  be  recov- 
erable from  human  tumors  and  these  should 
obey  the  same  rules,  i.e.,  there  should  be  cor- 
respondence of  antigen  types  within  groups  of 
tumors  which  would  allow  the  supposition  to  be 
made  that  they  arose  from  a common  virus. 

This  information  has  been  difficult  to  obtain 
and  is  only  now  slowly  coming  in.  In  his  review 
in  1967,  SouthanT  concluded  that  no  proof  for 
the  existence  of  cancer-specific  antigens  in  man 
had  so  far  been  produced,  chiefly  due  to  the 
large  experimental  difficulties  involved.  Since 
that  time,  a number  of  reports  have  indicated 
that  TAA  probably  do  exist  in  man  in  a form 
analogous  to  that  found  in  animals,  at  least  in 
some  forms  of  cancer.  In  Hodgkin’s  disease,  the 
spleens  of  35  patients  were  found  to  contain  a 
common  antigen.10  Preliminary  evidence  for  com- 
mon antigens  in  various  forms  of  human  leu- 
kemia has  been  found,11' 12  and  one  of  the  anti- 
gens partially  purified.13  Common  tumor  anti- 
gens also  appear  to  exist  in  melanomas,14  neuro- 
blastomas,11 and  some  sarcomas.15  The  technical 
difficulties  in  these  studies  are  enormous  and 
account  for  the  slow  progress  in  human  tumor 
work.  From  the  fragmentary  reports  at  hand, 
however,  a pattern  similar  to  animal  tumors 
appears  to  be  emerging. 

Whether  tumor  antigens  arise  as  a result  of 
viral  oncogenesis  or  through  some  other  mech- 
anism is  not  critical  to  the  central  theory  of 
immune  surveillance  which  merely  requires  that 
tumor  cells  possess  new  and  unique  antigens 
which  are  immunogenic  in  the  host.  It  is  con- 
siderably easier  to  detect  the  result  of  such  an 
immune  reaction  that  it  is  to  identify  and  isolate 
the  antigens  involved.  A good  deal  of  evidence 
is  at  hand  to  show  that  such  immune  reactions 
are,  in  fact,  taking  place.  Immune  reactions  be- 
tween patient  serum  and  autologous  tumor  cells 
can  be  demonstrated  by  the  sensitive  but  diffi- 
cult technique  of  colony  inhibition  developed  by 


Hellstrom,16  or  by  direct  measurement  of  cyto- 
toxic action  of  host  lymphocytes  against  tumor 
cells  in  vitro.'7  Antibody  directed  against  tumor 
cells  can  be  detected  after  adsorption  to  them 
in  vitro  by  suitable  fluorescent  antibody  tech- 
niques,18 by  labeling  with  radioisotopes,19  or  by 
observing  direct  cytotoxic  action  of  serum  on 
tumor  cells  in  the  presence  of  complement.20 
Blastic  transformation  of  host  lymphocytes  by 
autologous  tumor  antigens  has  further  demon- 
strated T cell  sensitization  in  human  cancer,21 
and  the  release  of  macrophage  migration  inhibi- 
tion factor  has  been  demonstrated  after  incuba- 
tion of  tumor  cells  with  host  lymphocytes.22  All  of 
these  techniques  have  yielded  undeniable  evi- 
dence that  immune  reactions  of  both  the  cellular 
( T cell ) and  humoral  ( B cell ) types  do  take 
place  in  cancer  patients. 

Immunodeficiency  States 

If  the  theory  of  immune  surveillance  holds 
true,  certain  predictions  may  be  made  to  test  its 
validity.  First,  if  spontaneously  arising  neoplastic 
cells  are  being  continuously  detected  and  re- 
moved by  the  immune  system,  then  individuals 
who  have  either  a naturally  occurring  or  arti- 
ficial suppression  of  their  immune  defenses 
should  have  an  increased  incidence  of  cancer. 
This  has  now  been  shown  to  be  true,  both  in 
patients  with  naturally  occurring  immunodefi- 
ciency diseases  and  in  those  on  long  term  im- 
munosuppression. Immunodeficiency  states  and 
their  relationship  to  malignancy  have  been  re- 
viewed recently23  according  to  the  relative  im- 
pairment of  T or  B cell  function  as  described 
by  Fudenberg24  and  Seligman.25  Not  surprisingly, 
these  patients  in  whom  T cell  impairment  is 
significant  (DiGeorge  syndrome,  ataxia-telangi- 
ectasia, Wiskott-Aldrich  syndrome)  have  an  inci- 
dence of  malignancy  exceeding  10%  or  nearly 
200  times  that  of  the  general  population.  This 
rate  would  be  even  higher  if  an  age  adjustment 
were  made  to  account  for  the  fact  that  subjects 
of  these  diseases  rarely  live  into  their  teens  and, 
therefore,  do  not  share  the  high  incidence  of  neo- 
plasia in  the  5th  and  6th  decades  of  life. 
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B cell  impairment  without  significant  T cell 
disability  as  seen  in  the  acquired  adult  forms 
of  hypogammaglobulinemia  do  not  appear  to 
have  any  increase  in  the  incidence  of  malig- 
nancy. This  would  agree  with  the  dichotomy  of 
functions  ascribed  to  the  T and  B cell  compo- 
nents of  the  immune  system  as  worked  out  orig- 
inally in  chickens  and  rabbits.26  T cells  are  re- 
sponsible for  the  group  of  immune  reactions  pre- 
viously grouped  under  the  heading  of  delayed 
hypersensitivity,  including  resistance  to  granu- 
lomatous infections  such  as  tuberculosis  and 
fungi,  rejection  of  tissue  grafts,  and  response  to 
some  viral  and  carbohydrate  antigens.  B cells, 
on  the  other  hand,  are  responsible  for  circulating 
antibodies  which  confer  defense  against  most 
soluble  and  bacterial  antigens.27  To  the  list  of 
functions  of  the  T cell  population,  we  can  now 
add  immune  surveillance  against  cancer. 

This  becomes  even  more  clear  from  the  high 
incidence  of  cancer  in  patients  given  long-term 
immunosuppression  therapy  with  azathioprine 
and  steroids  for  kidney  homografts.  An  overall 
incidence  approaching  10%  of  malignancy  is 
found  in  these  patients,  as  compared  with  0.058% 
in  age-related  controls.28  In  two  cases,  cancer 
cells  from  the  donor  were  transplanted  with  the 
kidney  as  unsuspected  passengers.  Under  the 
immunological  umbrella  of  immunosuppression 
these  tumors  metastasized  widely  in  their  new 
hosts.  When  immunosuppression  was  stopped, 
the  tumors  regressed  completely,  unfortunately 
together  with  rejection  of  the  grafted  kidney. 
This  is,  of  course,  a different  situation  from  the 
rejection  of  an  autologous  tumor,  since  these 
transplanted  tumors  carried  a full  complement 
of  foreign  histocompatibility  (HL-A)  antigens 
in  addition  to  the  tumor  antigens,  but  it  does 
serve  to  illustrate  the  remarkable  power  which 
immunological  rejection  can  attain.  It  also  il- 
lustrates the  relative  weakness  of  tumor  anti- 
gens when  compared  with  the  HL-A  transplan- 
tation antigens. 

IMMUNOLOGICAL  EFFECTOR 
MECHANISMS 

If  the  validity  of  the  theory  of  immune  sur- 
veillance against  cancer  is  accepted  certain  ave- 
nues for  immunotherapy  may  be  opened.  Natural 
defenses  might  be  augmented  and  individual 
cell-cell  interactions  intensified.  Theoretically, 
three  broad  avenues  can  be  considered.  First,  to 
increase  the  antigenicity  of  tumor  cells  so  they 
might  act  more  like  the  transplantation  antigens 


in  the  example  above.  Second,  to  increase  the 
vigor  of  the  immune  reseponse  by  some  form  of 
immunostimulation.  Third,  to  eliminate  areas  in 
which  the  various  immune  reactions  appear  to 
be  acting  at  cross-purposes  as  in  the  interference 
by  blocking  antibody  with  T cell  action.  In  order 
to  explore  these  avenues,  it  is  necessary  to  ex- 
amine our  existing  knowledge  in  greater  detail. 
For  this  purpose,  we  will  consider  first  the 
humoral  and  then  the  cellular  components  of  the 
immune  system,  then  the  possibility  of  altering 
these. 

Humoral  Components  of  Cancer  Defense 

A.  Blocking  Antibody:  The  first  evidence  for 
the  existence  of  a blocking  antibody  dates  from 
1907, 29  and  has  recently  been  extensively  re- 
viewed.30 These  antibodies  were  first  detected  in 
transplantable  tumor  systems  in  animals,  where 
the  investigators  attempted  to  immunize  the 
recipients  against  future  tumor  grafts  by  injec- 
tions of  various  extracts  of  the  tumors.  It  was 
expected  that  immunity  so  produced  would  in- 
hibit the  growth  of  a subsequent  tumor  graft  by 
producing  a state  of  heightened  immunity  against 
it.  Instead,  the  transplanted  tumors  grew  with 
greater  vigor.  In  systems  where,  normally,  only 
50%  takes  were  expected  the  tumor  grafts  suc- 
ceeded in  100%  of  the  animals.  Again,  in  tumor 
grafts  where  an  initial  take  was  usually  followed 
by  regression  and  disappearance  of  the  tumor, 
after  preimmunization  with  tumor  extracts,  the 
grafts  grew  and  eventually  killed  the  recipients. 

This  effect  came  to  be  known  as  enhance- 
ment, and  the  agent  responsible  as  enhancing 
factor,  or  EF.  It  was  found  that  EF  was  trans- 
ferable, i.e.,  one  animal  could  be  immunized 
with  tumor  extract  and  the  enhancing  effect 
passively  transferred  with  its  serum  to  another 
animal.  EF  itself  was  identified  as  a gamma  glob- 
ulin. Its  characteristics  as  an  antibody  were  fur- 
ther substantiated  by  its  specificity  for  the  tumor 
or  tissue  from  which  the  immunizing  extract  had 
been  prepared.  Enhancement  produced  against 
tumor  A had  no  effect  on  tumor  B.  The  mech- 
anism by  which  EF  produces  its  effect  was  then 
identified  clearly  as  being  interference  with  T 
cell  activity  and,  far  from  being  a peculiarity 
seen  only  after  injection  of  tumor  extracts,  was 
recognized  to  be  normal  consequence  of  tumor 
growth  under  any  circumstances  where  a bal- 
anced activation  of  both  T and  B cell  systems 
takes  place.  The  experiments  with  EF  merely 
showed  that  experimental  manipulation  of  this 
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balance  could  lead  to  relative  B preponderance 
and,  therefore,  successful  interference  with  tum- 
or rejection.  This  is  exactly  the  reverse  of  what 
one  would  wish  to  accomplish  in  cancer  immuno- 
therapy where  the  desired  result  is  T cell  stim- 
ulation without  concommitant  B cell  activation 
and  without  the  production  of  blocking  anti- 
bodies. 

Enhancement,  therefore,  strikes  close  to  one 
of  the  goals  of  immunotherapy.  From  the  vast 
amount  of  work  which  has  accumulated  on  the 
subject,  it  would  consequently  be  wise  to  identi- 
fy any  principles  which  could  guide  a search  for 
its  reversal.  Particularly  valuable  would  be  any 
information  leading  to  devices  whereby  the  T 
cell  functions  could  be  selectively  augmented. 
These  might  lead  to  the  possibility  of  hyperim- 
munizing  patients  with  growing  cancers  in  such 
fashion  that  the  rejection  reaction  (T  cell)  be- 
came preponderant.  The  following  principles 
have  emerged  from  work  with  enhancement  in 
differing  degrees  of  clarity.  The  references  can 
be  obtained  from  Voisin’s  review.30 

1.  After  immunization  with  a tumor  or  its  ex- 
tracts, both  T and  B cell  function  are  stim- 
ulated. This  is  shown  by  the  ability  to 
transfer  EF  from  an  immunized  animal  to 
a second  animal  using  serum,  and  to  trans- 
fer heightened  T cell  capability  to  a third 
using  lymph  node  cells  from  the  same  donor. 
By  this  means  a rather  neat  separation  of 
the  two  functions  is  possible. 

2.  An  immunization  schedule  using  large 
amounts  of  extract  is  likely  to  produce  EF; 
small  amounts  are  more  likely  to  stimulate 
the  rejection  reaction  (RR). 

3.  The  intravenous  route  of  immunization 
stimulates  primarily  EF;  the  intradermal 
route  primarily  RR. 

4.  Incorporation  of  the  extracts  in  complete 
Freund’s  adjuvant  (including  killed  tubercle 
bacilli)  stimulates  RR;  lack  of  an  adjuvant 
EF. 

5.  Splenectomy  appears  to  diminish  EF  re- 
sponse while  leaving  RR  unaffected.31  The 
exact  role  of  the  spleen  is  difficult  to  assess 
since  it  contains  progenitors  for  both  T 
and  B cell  responses.  Gathering  evidence 
seems  to  suggest,  nevertheless,  that  removal 
of  the  spleen  impairs  primarily  B cell  re- 
sponse and  may  improve  the  subsequent 
response  of  cancer  patients  to  radiation  or 
chemotherapy. 


6.  Extension  of  the  EF  concept  to  autoim- 
mune disease  has  also  been  made.  Experi- 
mental thyroiditis,  orchitis,  and  encephalo- 
myelitis can  be  induced  by  injecting  the 
appropriate  tissues  in  complete  Freund’s 
adjuvant.  This  produces  the  corresponding 
disease  accompanied  by  delayed  hypersen- 
sitivity (T  cell  response)  against  the  anti- 
gen. Development  of  these  diseases  can  be 
partially  or  completely  prevented  by  pre- 
immunization with  the  antigens  without 
complete  adjuvant  and  by  using  alternative 
routes  such  as  subcutaneous  or  intravenous. 
The  mechanism  appears  to  be  through  the 
generation  of  blocking  antibodies  and  the 
selection  of  B cell  over  T cell  responders. 
Similar  situations  can  be  imagined  to  exist 
in  naturally  occurring  autoimmune  diseases 
such  as  Hashimoto’s  struma,  rheumatoid  ar- 
thritis, and  disseminated  lupus.  Here,  for 
years,  circulating  antibodies  have  been 
looked  upon  as  causative  when,  in  fact, 
they  may  also  be  protective  in  some  in- 
stances through  their  blocking  action. 

Blocking  antibody  titers  in  experimental  ani- 
mals correlate  well  with  the  response  of  animals 
to  their  tumors.  Animals  with  growing  tumors 
and  high  titers  of  blocking  antibodies  are  quite 
susceptible  to  second  grafts  of  the  same  tumors. 
If  the  primary  tumor  regresses  or  is  removed, 
however,  the  blocking  effect  disappears  leaving 
behind  only  the  increased  T cell  reactivity,  and 
second  grafts  of  the  same  tumors  are  actively 
resisted.32  In  man,  blocking  antibodies  are  found 
in  high  titer  where  tumors  are  growing  rapidly 
or  have  become  disseminated,  while  they  dis- 
appear following  successful  resection.33’ 34  This 
close  correspondence  between  the  presence  of 
blocking  antibodies  and  the  success  of  tumor 
growth  has  led  to  the  thought  that  one  of  the 
principal  reasons  for  the  failure  of  immune  sur- 
veillance and  the  development  of  clinical  cancer 
lies  in  their  interference  with  the  usual  scaveng- 
ing action  of  the  T cell  system.  Somehow,  in 
these  patients,  the  dominant  immune  response 
to  the  appearance  of  tumor  antigens  is  the  pro- 
duction of  antibody  by  B cells.  Once  established, 
such  a tumor  might  perpetuate  its  existence  de- 
spite a T cell  response  by  the  continued  stim- 
ulation of  blocking  antibodies. 

From  this  it  follows  naturally  that  suppression 
or  abrogation  of  blocking  antibody  production 
might  be  one  of  the  principal  aims  of  immuno- 
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therapy.  This  could  be  attempted  through  a 
selective  poisoning  of  B cells  as  has  been  at- 
tempted with  cytosine  arabinoside,35  by  the  pas- 
sive transfer  of  unblocking  antibodies  (see  be- 
low), or  by  deliberate  immunization  of  cancer 
patients  with  tumor  antigens  using  a route  and 
adjuvant  system  calculated  to  emphasize  T cell 
response. 

B.  Unblocking  Antibodies:  A serum  factor 
capable  of  preventing  the  action  of  blocking  anti- 
bodies has  been  found  in  animal38  and  human37 
cancer  subjects.  This  has  been  called  unblocking 
antibody  and  is  seen  after  cure  or  regression  of 
such  tumors  as  those  of  breast,  kidney,  colon, 
and  malignant  melanoma  in  man.  Upon  passive 
transfer  into  animals  bearing  growing  tumors  an 
arrest  of  tumor  growth  and  up  to  30%  cures  have 
been  obtained  with  unblocking  antibody.36  The 
conditions  favoring  the  formation  of  unblocking 
antibodies  are  not  known.  If  they  were,  a de- 
liberate attempt  to  produce  them  would  be  of 
great  interest.  Also,  screening  of  patients  who 
have  had  successful  removal  of  various  tumors  for 
persistent  unblocking  antibodies  might  yield  a 
supply  of  active  unblocking  antisera  for  clinical 
use. 

C.  Cytophilic  Antibodies:  This  is  the  designa- 
tion given  to  antibodies  which  adsorb  preferen- 
tially to  cell  surfaces  where  they  may  act  to  bind 
antigen  and  facilitate  its  phagocytosis.  Cytophilic 
antibody  is  of  principal  interest  in  the  consider- 
ation of  how  macrophages  contribute  to  defense 
against  cancer.  The  subject  has  recently  been 
reviewed  by  Nelson.38  Cytophilic  antibodies  are 
detected  in  vitro  by  allowing  them  to  adsorb  to 
macrophages  and  then  observing  rosettes  formed 
as  target  cells  or  other  particles  cluster  about  the 
primed  macrophages.  Formation  of  cytophilic 
antibodies  appears  to  be  favored  by  incorpora- 
tion of  antigen  in  complete  Freund’s  adjuvant, 
however,  there  is  no  correlation  between  their 
formation  and  that  of  any  other  type  of  anti- 
body. Indeed,  they  may  frequently  be  completely 
lacking  even  after  potent  immunization  sched- 
ules. Their  importance  is  keyed  to  the  role  of 
the  macrophage  and  is  considered  with  the 
macrophage  in  a later  section. 

D.  Cytotoxic  Antibodies:  These  are  antibodies 
which  are  capable  of  killing  target  cells  in  the 
presence  of  complement  in  vitro.  Their  activity 
can  be  demonstrated  unequivocably  in  the  test 
tube  and  they  are  a common  sequel  to  immu- 
nization with  tissue  homografts.  Cytotoxic  anti- 


bodies, in  fact,  form  the  basis  for  the  tissue 
typing  process  used  to  match  donors  and  recipi- 
ents for  organ  grafts.  They  may  be  either  lgG 
or  IgM  in  type  and  appear  to  exist  naturally  in 
low  titer  against  cellular  antigens  from  other 
species.  In  this  way  they  are  responsible  for  the 
accelerated  rejection  seen  following  cross-species 
grafts  (xenografts)  as  in  the  dog-pig  model. 
Their  role  in  cancer  in  vivo  seems  considerably 
less  than  in  vitro,  and  transfer  of  cytotoxic  anti- 
body into  recipients  of  tumor  grafts  has  generally 
been  without  effect.20  The  action  of  cytotoxic 
antibody  relates  to  the  density  of  antigenic 
groups  on  the  target  cell  surface,  since  at  least 
two  molecules  of  lgG  must  be  bound  in  close 
proximity  to  obtain  cell  killing.  It  also  relates  to 
the  adaptability  of  cancer  cells  to  lose  or  re- 
arrange their  surface  antigens  as  is  known  to 
occur  in  the  presence  of  antibody.20  Blocking 
antibody  can  also  interfere  with  the  action  of 
cytotoxic  antibody.  At  the  present  time,  the  role 
of  cytotoxic  antibody  in  vivo  seems  small  in  both 
cancer  and  transplantation  immunology  except, 
as  noted,  in  xenografts. 

Cellular  Components  of  Cancer  Defense 

A.  Macrophages:  Of  the  two  cell  types  in- 
volved in  immune  defenses  against  cancer,  lym- 
phocytes and  macrophages,  the  role  of  the  mac- 
rophage is  the  least  well  understood.  Despite  this 
it  may  be  through  non-specific  activation  of 
macrophages  that  the  greatest  hope  for  immuno- 
therapy lies.  There  is  a close  interplay  between 
macrophages  and  lymphocytes  in  the  cellular 
immune  response.  T lymphocytes,  upon  contact 
with  antigen,  liberate  at  least  two  substances 
which  profoundly  influence  macrophage  behav- 
ior. The  first  of  these  is  the  macrophage  migra- 
tion inhibition  factor  (MIF)  which  tends  to  im- 
mobilize macrophages  at  the  reaction  site.  The 
second  is  macrophage  activation  factor  (MAF) 
which  vastly  increases  the  ability  of  the  macro- 
phage to  destroy  target  cells.  An  activated  macro- 
phage is  larger  than  normal,  spreads  quickly  on 
glass,  possesses  a higher  content  of  lysosomal 
enzymes,  and  has  enhanced  ability  to  destroy 
intracellular  particles.39  Activation  of  macro- 
phages by  MAF  is  the  result  of  a specific  im- 
mune reaction  involving  contact  between  sensi- 
tized T cells  and  specific  antigen.  The  result  of 
macrophage  activation,  however,  is  non-specific 
in  that  activated  cells  display  their  increased 
potentialities  against  any  cellular  or  particulate 
antigen.40  It  follows  that  any  reaction  resulting 
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in  macrophage  activation  may  have  fall-ont  for 
cancer  defense  and  this,  as  we  shall  see  later, 
may  be  one  of  the  ways  in  which  BCG  immu- 
nization has  its  effect. 

Macrophages  also  operate  in  concert  with 
cytophilic  antibody.  Immune  macrophages,  i.e. 
those  coated  with  cytophilic  antibody,  are  cap- 
able of  killing  allogeneic  cells  in  vitro  which  they 
are  unable  to  do  after  the  antibody  is  removed.40 
With  cytophilic  antibody,  activated  macrophages 
are  able  to  selectively  kill  transformed  (malig- 
nant) fibroblasts  in  tissue  culture  while  leaving 
essentially  untouched  normal  fibroblasts.41  Mac- 
rophages kill  target  cancer  cells  on  contact,  not 
by  the  more  characteristic  method  of  ingestion 
and  digestion.  The  means  by  which  this  occurs 
are  not  known.  Complement  is  not  involved.  A 
specific  macrophage  cytotoxin  has  been  tenta- 
tively identified40  and  it  seems  likely  that  some 
such  agent  is  the  effector. 

Despite  the  non-specific  nature  of  MAF  effect, 
and  the  passive  action  of  cytophilic  antibody, 
macrophages  appear  to  have  a potent  and  spe- 
cific role  in  antitumor  immunity.  Acquired  re- 
sistance in  mice  to  tumor  grafts  can  be  trans- 
ferred with  peritoneal  macrophages,  more  effi- 
ciently, in  fact,  than  by  lymph  node  or  spleen 
cells.42  It  has  been  known  also,  that  transfer  of 
cellular  immunity  could  be  achieved  with  RNA 
obtained  from  immune  macrophages  and  lym- 
phocytes.43 Pilch43  has  tested  the  ability  of  RNA 
obtained  from  tumor-bearing  animals  to  transfer 
resistance  to  the  tumor  to  other  animals  of  the 
same  or  different  strains.  His  results  have  indi- 
cated that  specific  tumor  resistance  was  trans- 
ferred and  that  the  procedure  was  relatively 
free  from  toxicity.  If  this  work  is  substantiated, 
it  may  open  the  way  to  the  use  of  animal  RNA 
in  the  treatment  of  human  tumors  through  de- 
liberate immunization  of  the  animals  with  hum- 
an tumor  material.  The  possibilities  of  immune 
RNA  have  several  features  in  common  with 
those  of  transfer  factor  and  are  considered  in 
greater  depth  later  on. 

B.  Lymphocytes:  The  division  of  lymphocytes 
into  separate  populations  called  T (thymus-de- 
pendent) and  B (bursal  or  bone  marrow  de- 
pendent) has  already  been  alluded  to.  In  the 
discussion  of  tumor  immunity,  B cells  are  con- 
cerned chiefly  as  producers  of  circulating  anti- 
body in  one  of  its  forms.  T cells,  on  the  other 
hand  are  of  interest  as  to  the  primary  killing 
mechanism  exerted  by  the  host  against  sponta- 


neously arising  cancer.  The  major  functions  of 
T cells  can  be  listed:27 

in  vivo 

a.  Transplant  rejection 

b.  Tumor  immunity 

c.  Autoimmune  lesions 

d.  Delayed  hypersensitivity  skin  reactions 

in  vitro 

a.  Target  cell  lysis 

b.  Blastic  response  to  phytohemagglutinin 
and  other  mitogens 

c.  Blastic  response  to  mixed  culture  with 
allogenic  lymphocytes 

d.  Release  of  Macrophage  Inhibition  Factor 
(MIF) 

Secretion  of  at  least  10  other  factors  have  been 
ascribed  to  lymphocytes  upon  antigenic  stimula- 
tion,44 however,  the  exact  means  by  which  T 
cells  kill  target  cells  remains  unknown.40,  45  It  is 
known  that  close  contact  between  T lymphocytes 
and  target  cells  is  required,  and  that  this  is 
achieved  through  immunologically  specific 
means,  probably  the  presence  of  a specific  re- 
ceptor on  the  lymphocyte  surface. 

One  of  the  great  recent  interests  has  been  in 
the  development  of  in  vitro  techniques  for  assess- 
ing T cell  function.  This  is  important  both  to 
estimate  T cell  potential  in  patients  who  may 
be  immunodepressed  and  to  measure  specific 
T cell  responses  to  tumor  cells  or  other  antigens. 
Since  immunological  intervention  in  cancer  is 
most  likely  to  be  performed  in  patients  who  have 
depressed  immune  reactions  secondary  to  their 
cancer  ( see  below ) and  who  may  also  have  had 
extensive  radiation  or  chemotherapy  to  diminish 
their  tumor  mass  with  attendant  immunosuppres- 
sion, it  is  essential  to  know  both  the  starting 
point  and  the  result  of  each  immunological 
maneuver  in  terms  of  T cell  function. 

A wide  variety  of  techniques  has  been  used 
to  assess  T cell  function,  divided  into  three  gen- 
eral groups:46 

A.  Tests  for  Prior  Sensitization  (intradermal 
skin  test  antigens ) : 

a.  Tuberculin 

b.  Candida  albicans 

c.  Trichophyton 

d.  Streptokinase-dornase  (Varidase) 

e.  Mumps 

B.  Tests  for  Ability  to  Acquire  Active 
Sensitization: 

a.  Dichloronitrobenzene  (DNCB) 
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b.  BCG  vaccination 

c.  Skin  homografting 

C.  In  vitro  Lymphocyte  Reactions: 

a.  Response  to  phytohemagglutinin  (PHA) 

b.  Release  of  MIF  after  contact  with  target 
cells 

c.  Direct  lysis  of  target  cells  in  tissue 
culture 

cl.  Colony  inhibition 

e.  Blastogenesis  upon  contact  with  target 
cells 

In  this  scheme,  failure  of  a patient  to  react  to 
all  five  skin  test  antigens  is  regarded  a priori  as 
being  evidence  of  anergy.  Likewise,  a response 
to  any  one  of  them  would  indicate  existence  of 
delayed  hypersensitivity  and,  therefore,  of  T cell 
activity.  The  tests  of  ability  to  acquire  active 
sensitization  are  likely  to  be  more  meaningful 
in  use,  since  they  measure  the  ability  of  the 
patient  to  react  now,  not  at  some  time  in  the 
past.  They  suffer  from  the  defect  of  requiring 
at  least  two  weeks  between  primary  sensitization 
and  test  dose.  Inasmuch  as  they  stimulate  cellu- 
lar immunity,  it  is  of  interest  to  note  that  both 
DNCB  and  BCG  immunization  have  been  ad- 
vanced as  immunostimulants  in  cancer  immuno- 
therapy (see  below).  The  third  group  of  tests, 
lymphocyte  reactions  in  vitro  are  the  most  use- 
ful. Response  to  PHA  is  non-specific  and  fails 
to  detect  minor  degrees  of  immunosuppression 
adequate  to  preserve  long-term  kidney  homo- 
grafts,4' although  it  appears  to  reflect  accurately 
the  greater  immune  deficiencies  seen,  for  ex- 
ample, in  patients  with  bronchogenic  carcinoma48 
and  leukemia.49  The  other  tests  listed  under  this 
heading  require  the  presence  of  actual  tumor 
cells  from  the  patient  being  tested,  a require- 
ment which  is  difficult  to  meet  in  patients  with 
solid  tumors  unless  tissue  cultures  have  been 
established  at  the  time  of  the  original  diagnosis. 
This  may  not  prove  to  be  a deterrent  since  main- 
taining tumor  cells  in  culture  from  the  time  of 
the  biopsy  may  become  a routine  procedure  in 
immunotherapy. 

IMMUNOCOMPETENCE  IN  CANCER 

A depression  of  cellular  immune  functions 
(T  cell  capability)  is  characteristic  of  nearly  all 
forms  of  advanced  cancer  which  have  been 
studied.”1  Furthermore,  the  depressed  immune 
state  follows  the  development  of  cancer  and 
appears  somehow  due  to  the  cancer.  Otherwise 
it  could  be  reasoned  that  the  immune  depression 
came  first  and  was,  in  fact,  the  cause  of  cancer 


through  a lapse  of  surveillance.  Studies  of 
Hodgkin’s  disease  in  particular  have  shown  that 
anergy  to  skin  test  antigens  develops  progres- 
sively during  the  disease;  in  early  stages  the 
immune  system  appears  to  react  normally.46’ 50 
In  addition,  the  ability  to  acquire  sensitivity  to 
DCNB  is  intimately  related  to  tumor  extent. 
Morton51  reported  that,  of  188  patients  tested, 
84%  of  those  positive  to  DNCB  were  found  to 
be  operable  and  were  free  of  disease  6 months 
later,  while  97%  of  those  negative  to  DNCB 
(anergic)  were  inoperable  or  developed  recur- 
rent disease  within  6 months.  In  the  same  study, 
patients  were  classified  according  to  tumor 
types  and  a 100%  correspondence  was  found 
between  DNCB  reactivity  and  operability  and/ 
or  recurrence  rate  for  epidermoid  carcinomas  of 
the  cervix  or  head  and  neck.  On  the  other  hand 
there  was  little  to  no  correspondence  between 
DNCB  reactivity  and  progression  of  skeletal  and 
soft-tissue  sarcoma  and  only  about  a 50%  corre- 
lation in  malignant  melanoma. 

Impaired  lymphocyte  responses  to  phytohem- 
agglutinin in  culture  have  been  reported  in  leu- 
kemia49 and  bronchogenic  carcinoma,48  and  the 
existence  of  reduced  immunocompetence  extends 
even  to  such  localized  tumors  as  cancer  of  the 
bladder.52  The  significance  of  reduced  immuno- 
competence insofar  as  the  response  to  various 
forms  of  cancer  therapy  has  been  disputed.  In 
leukemia  there  seems  to  be  a correlation  be- 
tween immunocompetence  and  ability  to  respond 
to  chemotherapy,49  although  this  has  been  less 
clear  in  solid  tumors.53  Chemotherapy  also  af- 
fects B cells,  and  in  two  patients  with  sarcomas, 
blocking  antibodies  were  found  to  disappear  after 
chemotherapy  and  this  disappearance  coincided 
with  tumor  regression.54  In  two  later  patients 
there  was  no  tumor  regression  after  disappear- 
ance of  blocking  factors. 

The  behavior  of  the  immune  apparatus  after 
chemotherapy  is  of  great  importance  to  certain 
forms  of  immunotherapy  now  being  proposed. 
Since  immunological  killing  of  tumor  cells  is  least 
when  the  tumor  mass  is  great,  a rational  approach 
is  to  reduce  the  bulk  of  the  tumor  by  at  least 
one  or  two  logs  before  attempting  immunother- 
apy. This  can  be  achieved  with  surgery,  radiation, 
or  chemotherapy  with  the  last  being  the  most 
useful  in  most  cases.  If  this  is  done,  there  is  ap- 
prehension that  the  consequent  depression  of  the 
immune  apparatus  will  sharply  limit  or  even 
prevent  any  subsequent  immunotherapy.  Harris 
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and  Stewart55  studied  14  patients  with  various 
types  of  solid  tumors  given  5-day  courses  of 
intensive  combined  chemotherapy.  They  found 
a depression  of  in  vitro  lymphocyte  reactivity 
during  treatment,  with  a rebound  overshoot 
above  initial  values  beginning  three  days  after 
completion  of  a course  and  reaching  its  peak 
about  9 days  after  this.  The  overshoot  had  gone 
by  the  18th  day,  but  could  be  elicited  again  fol- 
lowing a second  course.  This  overshoot  phenom- 
enon was  independent  of  the  levels  of  immune 
reactivity  found  before  treatment,  however,  it 
was  significantly  not  found  in  the  four  patients 
who  showed  no  response  to  chemotherapy.  This 
suggests  that  in  those  patients  retaining  latent 
immune  capabilities,  chemotherapy  may  actually 
be  synergistic  with  host  defenses,  perhaps  by 
inhibiting  blocking  antibody  production  as  noted 
above,  perhaps  by  depleting  T cell  reservoirs  to 
a point  where  some  negative  feed-back  control 
over  their  production  is  cancelled,  or  perhaps  by 
removing  an  antigenic  blockade  produced  by 
excessive  release  of  tumor  antigens  ( see  below ) . 
Whatever  the  mechanism,  it  raises  hope  that  the 
rebound  overshoot  provides  a period  during 
which  deliberate  immunostimulation  could  be 
used  to  intensify  it  and  capitalize  upon  the 
apparent  synergism. 

ANTIGEN  BLOCKADE  IN  CANCER 

A growing  tumor  releases  into  the  circulation 
a large  number  of  free  tumor  cells  along  with 
the  products  of  tumor  cell  necrosis,  including 
the  various  tumor-associated  antigens.  The  dim- 
ensions of  this  release  may  be  vastly  greater 
than  generally  thought,  sufficient  perhaps  to 
overwhelm  the  ability  of  the  immune  system  to 
respond  and  produce  instead  the  phenomenon 
known  as  immunological  paralysis56  or  toler- 
ance.57 In  this  condition,  the  formation  of  anti- 
body against  an  antigen  is  specifically  eliminated 
so  long  as  that  antigen  remains  present  in  suffi- 
cient amounts.  Paralysis  can  be  induced  equally 
against  circulating  antibody  formation  (B  cells) 
and  T cell  functions  such  as  delayed  hypersensi- 
tivity and  graft  rejection.  The  recovery  from 
immune  paralysis  apparently  requires  the  recruit- 
ment of  new  lymphocytes  of  thymic  origin,  and 
is  consequently  delayed  in  conditions  of  thymic 
hypofunction  such  as  age  and  chemical  immuno- 
suppression. If  paralysis  to  tumor  antigens  does 
occur,  its  effects  would  be  expected  to  be  longer 
lasting  in  patients  in  the  later  decades  of  life 
than  in  young  subjects. 


Evidence  for  the  large  volume  of  tumor  mate- 
rials released  in  cancer  patients  comes  from  sev- 
eral sources.  Blood  from  veins  draining  various 
types  of  tumors  have  shown  constant  shedding 
of  malignant  cells,  even  in  the  absence  of  meta- 
stases,  and  it  seems  likely  that  fewer  than  one 
out  of  100,000  shed  cells  succeeds  in  establishing 
itself  elsewhere.58  This  could  be  due  to  host  de- 
fense mechanisms  or  it  could  be  related  to  diffi- 
culties in  attracting  a stroma  or  other  problems 
in  nidation. 

Again,  the  finding  that  several  types  of  human 
cancer  contain  fetal  proteins  such  as  carcinoem- 
bryonic  antigen  (CEA)  and  alpha-2  fetoprotein, 
and  these  substances  can  be  detected  in  high 
amounts  in  the  blood  of  affected  patients  — up 
to  400  ng  per  milliliter  of  CEA  in  carcinoma  of 
the  colon59  — affords  evidence  of  a high  release 
rate  of  antigens  from  tumors.  It  seems  likely  that 
this  flood  of  antigen  produces  in  most  patients 
not  an  absolute  paralysis  but  rather  an  attenua- 
tion of  immune  response.  This  is  shown  by  the 
presence  of  blocking  antibodies  in  far-advanced 
cancer.  Such  antibodies  would  not  be  present 
were  immune  paralysis  to  have  occurred.  At  the 
present,  we  can  only  conjecture  as  to  the  effect 
of  large  amounts  of  circulating  tumor  antigens. 
MASKING  OF  TUMOR  ANTIGENS 

It  has  been  proposed  that  some  spontaneously 
arising  cancer  cells  may  escape  immune  surveil- 
lance by  surface  layers  which  mask  the  tumor- 
associated  antigens.  Most  tumor  cells  carry  a 
strong  negative  charge  due  to  a surface  coating 
with  a mucoid  layer  composed  chiefly  of  sialo- 
muein  containing  sialic  (neuraminic)  acid.60 
Currie  and  Bagshawe61  originally  proposed  that 
these  sialomucins  acted  to  mask  tumor  antigens, 
either  through  the  negative  charge  they  con- 
ferred and  which  might  act  to  repel  lymphocytes 
which  have  a lower  order  of  electronegativity, 
or  by  physical  concealment.  Since  that  time  a 
large  volume  of  work  has  been  done  with  the 
enzyme  neuraminidase  (NMA)  which  substan- 
tiates this  idea.  If  was  found  that  established 
fibrosarcomas  in  mice  could  be  induced  to  re- 
gress after  injection  of  tumor  cells  treated  with 
NMA  in  vitro. 62  Primary  mouse  mammary  tum- 
ors regressed  following  injection  of  NMA  directly 
into  the  tumors.63  Both  effects  were  augmented 
by  BCG. 

The  implications  of  this  work  were  that  NMA, 
by  stripping  away  the  surface  slime  layer,  ex- 
posed tumor  antigens  which  had  been  concealed, 
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and  thereby  unleashed  the  immune  surveillance 
mechanism  with  destruction  of  the  tumor.  This 
is  remarkable  considering  the  rapidity  with  which 
the  slime  layer  is  reestablished  after  NMA  treat- 
ment,64 and  it  suggests  that  it  is  only  the  affer- 
ent limb  of  the  immune  response,  i.e.,  the  initial 
sensitization  of  T lymphocytes  by  tumor  anti- 
gens, which  is  prevented  by  sialomucins.  After 
sensitization  is  achieved,  T cells  are  capable  of 
reacting  with  target  tumor  cells  whether  or  not 
sialomucin  is  present.  This  fact  is  of  importance, 
since  it  means  that  it  is  not  necessary  to  strip 
the  slime  layer  from  all  tumor  cells,  but  only 
enough  to  initiate  the  host  defenses.  From  this 
point  the  immune  surveillance  follows  the  same 
general  rules  we  have  already  inspected:  it  is 
largely  ineffective  against  large  tumor  masses 
but  it  is  most  valuable  in  early  stages  of  cancer 
or,  theoretically,  when  the  bulk  of  tumor  has  been 
reduced  by  other  means. 

NMA  has  been  studied  in  a number  of  systems. 
It  increases  the  reactivity  of  lymphocytes  in  in 
vitro  reactions  of  many  kinds,  including  the  tissue 
typing  microcytotoxicity  procedure,  and  increases 
their  sensitivity  to  complement  several  fold.65 
It  doubles  the  killing  of  human  cervical  carci- 
noma cells  by  lymphocytes  from  patients  with 
that  disease,  but  does  not  affect  lymphocytes 
from  healthy  donors  indicating  that  it  does  not 
alter  the  specificity  of  T cells  but  merely  sharpens 
it.66 

This  work  introduces  a whole  new  avenue  to 
immunotherapy  based  upon  altering  the  surface 
antigens  of  tumor  cells.  Other  enzymes  such  as 
trypsin  or  brinase67  may  produce  the  same  effect. 
Alternatively,  chemical  modification  of  tumor 
cell  surfaces  as  has  been  attempted  with  iodace- 
timide  or  acetylation.68  This  approach  suffers 
from  the  objection  that  chemical  modification 
may  alter  tumor  antigens,  or  may  introduce  new 
antigenic  sites  which  would  not  cross-react  with 
untreated  tumor  cells.  The  hope  of  placing  new, 
polar  groups  on  the  cell  membrance  is  that  the 
antigenicity  of  neighboring  weak  tumor  antigens 
may  be  augmented.  So  far,  this  approach  has  not 
been  very  fruitful. 

AVENUES  FOR  IMMUNOTHERAPY 

f rom  what  has  been  said  above,  a number  of 
opportunities  for  immunotherapy  can  be  identi- 
fied. These  can  be  grouped  generally  according 
to  whether  they  are  active  (designed  to  aug- 
ment the  natural  defenses  of  the  host)  or  passive 
(transfer  of  immunity  from  another  individual). 


Within  these  groups,  they  can  be  further  sub- 
divided according  to  whether  they  are  specific 
for  the  tumor  in  question  or  non-specific  general 
stimulants  of  host  immunoreactivity  in  the  hope 
of  obtaining  fall-out  against  cancer.  A number  of 
reviews  have  considered  one  or  another  phase 
of  immunotherapy  in  the  last  few  years.69'73  The 
following  table  is  a list  of  proposed  approaches. 

A.  Active  Immunotherapy  — Specific 

1.  Immunization  with  whole  or  altered 

tumor  cells,  autologous  or  allogeneic 

( homologous ) . 

2.  Immunization  with  isolated  tumor  anti- 

gens. 

3.  Surface-active  agents  (e.g.  NMA). 

4.  Removal  of  blocking  antibodies  (e.g. 

splenectomy,  chemotherapy ) . 

B.  Active  Immunotherapy  — Non-specific 

1.  Immunostimulation  (BCG,  DNCB,  etc.) 

2.  Immunoprophylaxis 

3.  Bacterial  endotoxin. 

C.  Passive  Immunotherapy  — Specific 

1.  Unblocking  antibody,  allogeneic,  from 

tumor  survivors. 

2.  Immune  RNA. 

3.  Adoptive  transfer  of  lymphocytes  or 

macrophages. 

4.  Transfer  factor. 

This  is  an  impressive  list.  It  must  be  borne  in 
mind,  however,  that  many  of  the  possibilities 
listed  are  only  that  — possibilities.  Their  use  in 
the  clinical  management  of  human  cancer  may 
be  years  away,  or  never  develop  at  all.  The  re- 
maining section  of  this  review  is  devoted  to  a 
critical  inspection  of  the  potentialities  of  each 
approach. 

A.  Active  Immunotherapy  — Specific 

1.  Immunization  with  tumor  cells:  Immu- 
notherapy with  one  or  another  sort  of  tumor  vac- 
cine prepared  from  living,  killed,  or  fragmented 
tumor  cells  has  been  performed  sporadically  for 
over  70  years,  all  with  generally  poor  results. 
In  each  series  there  are  one  or  two  patients  who 
responded  well,  sometimes  with  complete  dis- 
appearance of  a widely  spread  tumor,  and  these 
rare  individuals  have  nurtured  the  hope  that 
tumor  vaccination  might  work  if  the  right  com- 
bination of  techniques  could  be  arrived  at.  Thus, 
Nadler  and  Moore74  injected  85  cancer  patients 
with  one  of  seven  lines  of  cultured  human  tum- 
ors, and  one  heterologous  (hamster)  strain.  No 
attempt  was  made  to  match  histological  types 
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betwen  patient  and  tumor  strain.  Injected  tumor 
cells  were  either  living  or  lethally  irradiated  be- 
fore use.  Of  the  85  patients  treated,  one  bearing 
a disseminated  osteogenic  sarcoma  obtained  a 
good  effect  and  was  tumor-free  seven  years  later. 
He  also  received  chemotherapy  and  the  relative 
contributions  of  the  two  types  of  treatment  were 
difficult  to  assess.  The  remaining  patients  had 
no  significant  result. 

This  example  reflects  tumor  vaccine  work  in 
its  least  sophisticated  form.  It  made  no  attempt 
to  match  tumor  types  so  that  a melanoma  patient 
would  be  injected  with  cultured  melanoma  cells, 
etc.  This  would  be  essential  if  the  same  histologi- 
cal tumor  types  possessed  common  TAA,  which 
might  be  expected,  as  we  have  seen,  if  they  arose 
from  the  same  oncogenic  virus.  This  use  of  ran- 
dom tumors  for  vaccine  preparation  must  be 
regarded  as  totally  non-specific  unless  one  were 
to  predicate  sharing  of  a common  antigen  by  all 
tumors,  evidence  for  which  is  lacking.  In  addi- 
tion, human  tumor  cells  carry  the  usual  histo- 
compatibility (transplantation)  antigens  deter- 
mined by  the  genotype  of  the  original  host. 
These  are  potent  immunogens,  stronger  by  far 
than  the  TAA,  and  would  be  expected  to  elicit 
a rejection  reaction  as  the  predominant  immuno- 
logical response  with  little,  if  any,  anti-tumor 
action. 

For  these  reasons,  a case  can  be  made  for 
using  only  autologous  tumor  cells  for  preparing 
vaccines.  Here  there  is  no  histocompatability 
barrier  and  the  only  antigens  involved  should 
be  the  TAA.  In  their  review,  Morton  et  al75  have 
assembled  the  results  from  15  reports  of  tumor 
vaccine  therapy.  Overall,  573  patients  were  treat- 
ed by  a variety  of  regimens.  Of  these,  60  had  an 
objective  response.  If  we  subtract  those  patients 
who  received  BCG  in  addition  to  tumor  vaccine, 
there  are  15  responders  left,  or  2.6%  of  the  orig- 
inal 573.  On  the  other  hand,  of  the  93  patients 
given  tumor  vaccine  with  BCG,  45  responded, 
or  48%. 

The  suggestion  that  BCG  improved  the  re- 
sponse to  autologous  tumor  vaccine  stimulated 
Taylor  and  Odili76  to  treat  12  patients  with  auto- 
logous tumor  homogenates  incorporated  into 
complete  Freund’s  adjuvant  which  includes  killed 
tubercle  bacilli  and  favors  the  development  of 
T cell  immunity.  The  results,  again,  were  dis- 
appointing though  each  patient  seemed  to  show 
transitory  improvement.  The  point  is  made  by 
these  authors  that  this  type  of  immunotherapy 


is  not  justifiable  in  man  except  in  far-advanced 
cases  where  other  means  of  therapy  are  useless. 
Since  we  have  already  noted  that  immunother- 
apy is  unlikely  to  be  effective  against  large 
tumor  masses,  these  experiments  were  precon- 
ditiond  to  failure.  Despite  this  reservation,  it 
can  be  concluded  that  tumor  vaccines  alone  do 
not  hold  much  hope  of  immunotherapy.  Concern- 
ing the  role  of  BCG,  more  will  be  said  below. 

2.  Immunization  with  tumor  antigens  is  large- 
ly a field  for  the  future.  If  it  proves  possible  to 
isolate  TAA  in  good  yield  and  high  purity  from 
tumor  cells  several  applications  are  possible. 
First,  they  can  be  used  for  immunization  of 
patients  having  tumors  bearing  identical  TAA, 
and  this  correspondence  can  be  demonstrated 
fairly  easily  by  immunofluorescent  techniques. 
Such  immunization  could  be  bolstered  by  the 
use  of  Freund’s  adjuvant  with  or  without  BCG 
to  try  to  direct  the  resulting  immune  response 
along  T cell  lines  and  not  provoke  blocking  anti- 
bodies. Second,  the  purified  antigens  could  be 
used  to  monitor  the  course  of  immunotherapy. 
Blocking  antibody  titers  could  be  estimated  and 
T cell  reactivity  measured  by  blastogenesis  of 
host  lymphocytes  in  vitro  after  exposure  to  the 
antigens.  Third,  these  purified  antigens  could 
be  used  to  trace  the  etiology  of  different  tumors. 
If,  as  in  most  animal  tumors,  similar  histological 
types  are  found  to  share  common  antigens,  then 
the  viral  theory  of  oncogenesis  would  be  support- 
ed. Also,  TAA  against  individual  tumor  types 
could  be  produced  in  large  amounts  and  stored 
against  need.  In  this  way  a battery  of  stable 
immunotherapeutic  agents  would  become  avail- 
able; how  effective  they  might  be  remains  to  be 
seen. 

A bare  start  has  been  made  in  this  direction. 
Gutterman  et  al13  used  a technique  modeled  upon 
that  for  isolation  of  histocompatibility  antigens 
and  were  able  to  prepare  a crude  material  cap- 
able of  stimulating  lymphocytes  from  patients 
with  acute  leukemia  but  not  normal  lymphocytes. 
This  is  a long  way  from  final  purification,  but 
it  affords  hope. 

3.  Use  of  surface  active  agents:  Work  with 
neuraminidase  (NMA)  has  already  been  briefly 
reviewed.  There  is  little  doubt  that  removal  of 
sialomucins  from  tumor  cells  surfaces  increases 
their  antigenicity  or,  for  that  matter,  of  any  cell 
so  treated.  Much  of  the  increased  reactivity  con- 
ferred by  NMA  upon  cells  relates  to  their  reac- 
tion with  circulating  antibody.  The  action  upon 
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them  of  cytotoxic  antibody  is  sharpened  and 
their  sensitivity  to  complement  is  greatly  in- 
creased.65 Evidence  for  heightened  reactivity  of 
NMA-treated  cells  toward  T cells  is  more  indirect 
but  still  clear.  Direct  injection  of  NMA  into 
mouse  mammary  tumors  leads  to  regression  of 
the  tumor63  and  NMA  treatment  of  tumor  cells 
leads  to  increased  blastogenesis  of  host  lympho- 
cytes in  vitro,77  both  of  which  are  T cell  func- 
tions. The  exact  mechanism  of  NMA  action  in 
immunity  is  still  unclear.  The  thought  that  strip- 
ping away  surface  sialomucins  unmasked  hidden 
antigens  is  not  supported  by  studies  showing  that 
the  same  amount  of  antibody  is  bound  to  cells 
before  and  after  NMA  treatment,78  indicating 
that  no  new  groups  have  been  exposed.  NMA 
does  not  affect  the  viability  of  treated  cells  as 
shown  by  the  ability  of  NMA-treated  bone  mar- 
row grast  to  repopulate  mice  given  lethal  doses 
of  cyclophosphamide.79  In  sublethally  treated 
recipient  mice,  NMA-treated  marrow  cells  were 
more  immunogenic  with  a lower  incidence  of 
tolerance  as  might  be  expected. 

NMA  can  be  purified  from  a variety  of  bac- 
terial and  viral  sources.  In  a comparison  of 
NMA  from  Vibrio  cholera,  Clostridium  perfrin- 
gens,  and  influenza  virus,  Bekesi  et  al80  found 
the  V.  cholera  enzyme  most  active,  that  from 
C.  perfringens  less  so,  and  that  from  influenza 
virus  inactive.  They  also  found  a critical  concen- 
tration of  NMA  in  treating  tumor  cells,  below 
which  no  effect  was  found  and  above  which 
immunization  failed  to  occur,  perhaps  because 
of  a too  radical  change  in  cell  membranes. 

Other  surface-active  enzymes  such  as  brin- 
ase67  and  trypsin80  are  not  effective  in  promoting 
immunogenicity,  neither  are  such  enzymes  as 
hyaluronidase,  collagenase,  ribonuclease  and 
desoxyribonuclease80.  Two  facts  should  be  re- 
emphasized concerning  the  work  with  NMA. 
First,  its  action  in  much  augmented  by  concur- 
rent use  of  BCG.62' 63  Second,  it  is  only  effective 
when  the  tumor  mass  is  small,63  a characteristic 
of  the  host  defense  system  we  have  noted  before. 

4.  Removal  of  blocking  antibodies  is,  at  pres- 
ent, largely  theoretical.  There  seems  no  question 
that  their  presence  facilitates  tumor  growth  and 
is  characteristic  of  widely  disseminated,  late  dis- 
ease. Removal  of  blocking  antibodies  would 
therefore  be  imperative  before  any  significant 
attempt  at  immunotherapy  was  embarked  upon. 
It  would  not  matter  how  much  T cell  stimula- 
tion was  obtained  by  NMA-treated  tumor  vac- 


cines, BCG,  etc.,  if  the  final  arc  of  the  elimina- 
tion process,  contact  between  sensitized  T tells 
and  tumor,  was  blocked. 

The  immediate  attack  upon  blocking  antibod- 
ies might  be  through  plasmaphoresis  to  deplete 
the  serum  titer,  although  this  would  be  a tem- 
porary measure  at  best.  Better  would  be  to  re- 
duce the  tumor  mass  through  surgery,  radiation, 
or  chemotherapy  and  so  diminish  the  antigenic 
stimulus.  Splenectomy  might  also  be  consider- 
ed. The  role  of  the  spleen  has  already  been  al- 
luded to.  Its  predominant  role  in  the  early  for- 
mation of  antibodies  against  blood-borne  anti- 
gens seems  clear.  Its  production  of  blocking 
antibodies  which  prolong  the  survival  of  renal 
grafts  in  rats  has  been  documented.81  Removal 
of  the  spleen  within  10  days  after  implantation 
of  the  graft  prevented  antibody  formation,  and 
the  grafts  were  rejected  on  schedule.  When 
splenectomy  was  delayed  beyond  10  days,  it 
had  no  effect,  suggesting  that  the  production  of 
blocking  antibodies  had  been  taken  over  by 
other  lymphoid  centers.  It  seems  likely  in  most 
cases  of  human  cancer  that  blocking  antibody 
formation  has  progressed  beyond  the  spleen  by 
the  time  clinical  intervention  occurs,  but  it  is 
possible  that  in  early  tumors  splenectomy  might 
be  contributory.  There  is  not  yet  enough  infor- 
mation on  the  time  sequence  of  events  leading 
to  antibody  formation  in  man  to  know  the  an- 
swer. This  information  is  needed  and  should  be 
forthcoming  in  the  near  future. 

We  have  little  information,  also,  on  the  abil- 
ity of  different  forms  of  immunosuppression  with 
drugs  to  affect  selectively  either  T or  B cell 
activities.  Azathioprine,  the  immunosuppressant 
of  choice  in  renal  grafts  seems  to  affect  T cell 
functions  quite  selectively  in  that  patients  car- 
ried on  it  may  exhibit  normal  antibody  titers  and 
responses,  yet  their  renal  grafts  survive  and 
the  patients  show  a high  incidence  of  inter- 
current cancer  and  fungal  infections,  as  has  been 
discussed.  Cytosine  arabinoside  in  intermediate 
doses,  may  selectively  inhibit  B cells  response35 
although  the  evidence  for  this  is  still  fragmen- 
tary. Another  avenue  of  approach,  considered 
below,  is  the  passive  transfer  of  unblocking  anti- 
bodies. 

B.  Active  Immunotherapy  — Non-Specific 
1.  Immunostimulation.  Intermittently  dur- 
ing this  review  mention  has  been  made  of  the 
use  of  BCG  as  an  adjunct  to  other  forms  of  im- 
munotherapy. In  this  section  the  general  sub- 
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ject  of  immunostimulation  will  be  considered 
with  chief  emphasis  upon  BCG  as  the  best 
known  and  most  widely  used  of  the  general 
group  of  immunostimulants.  The  subject  is  of 
considerable  importance  to  immunotherapy, 
both  as  an  adjunct  and  as  a primary  means  of 
therapy  on  its  own. 

Yashphe82  has  recently  reviewed  the  experi- 
ence with  immunostimulation,  and  the  follow- 
ing table  is  adapted  from  her  report. 

Non-specific  Immunostimulants 

a.  Microorganisms  and  their  products. 

i.  Mycobacteria:  Human  and  bovine 
strains  including  BCG  and  MER. 

ii.  Bacteria 

b.  Non-bacterial  Materials 

i.  Macromolecules:  Nucleic  acids  and 
synthetic  polynucleotides 

ii.  Small  molecules:  DNCB 

i.  Mycobacteria.  Interest  in  the  tubercle  bacil- 
lus began  with  the  general  impression  formed 
before  the  antibiotic  era  that  patients  with  tu- 
berculosis seemed  to  have  increased  resistance 
to  bacterial  infection  and  to  cancer.83  The  influ- 
ence of  attenuated  strains  of  the  tubercle  bacil- 
lus, such  as  that  of  M.  bovis  developed  by  Cal- 
mette and  Guerin  and  known  as  BCG,  upon 
the  growth  of  tumors  in  experimental  animals 
has  been  known  well  since  1959.84’ 85  In  man, 
BCG  innoculations  have  produced  a significant 
difference  between  treated  and  untreated  malig- 
nant melanoma  patients.86  Injection  of  BCG  di- 
rectly into  melanoma  skin  nodules  has  been 
found  to  produce  regression  of  the  injected  no- 
dules and,  occasionally,  of  more  distant  non- 
injected  nodules  as  well.87’ 88  Of  the  patients 
treated,  only  those  showing  ability  to  be  sen- 
sitized to  DNCB  and  developing  positive  tuber- 
culin skin  tests  after  BCG  seemed  to  obtain  a 
favorable  tumor  effect.  This  indicates  that  la- 
tent imunological  capacity  must  be  present  be- 
fore immunostimulation  by  BCG  can  be  effec- 
tive, and  also  that  this  capacity  does  not  exist 
in  an  appreciable  number  of  patients.  It  further 
emphasizes  the  need  for  establishing  in  each 
patient  who  is  a candidate  for  immunotherapy 
the  exact  status  of  his  immunological  respon- 
siveness before  and  after  therapy. 

The  best  known  clinical  trials  of  BCG  in  man 
are  those  of  Mathe89  in  children  with  acute  lym- 
phoblastic leukemia.  After  induction  of  remis- 


sion with  chemotherapy,  patients  were  main- 
tained with  injections  of  pooled  irradiated  leu- 
kemic lymphoblasts,  BCG,  or  a combination  of 
the  two.  The  combination  was  found  most  effec- 
tive. Active  immunization  with  leukemic  cells 
and  BCG  later  appeared  superior  to  chemother- 
apy in  an  additional  group  of  patients.90 

Other  studies  of  BCG  effect  in  man  are  few. 
Al-Sarraf91  studied  309  patients  with  dissemin- 
ated malignancies  divided  into  BCG-treated  and 
control  groups.  Each  patient  was  also  given  anti- 
cancer treatment  as  selected  by  their  primary 
physicians.  Preliminary  results  suggest  that  pa- 
tients given  BCG  had  longer  survival  and  fewer 
hematological  complications  from  concurrent 
chemotherapy  than  did  patients  not  given  BCG. 
The  difference  was  most  marked  in  those  pa- 
tients who  converted  their  tuberculin  tests  fol- 
lowing BCG  and  in  those  given  two  or  more 
injections  of  BCG.  These  data  are  not  com- 
plete, and  the  results  more  suggestive  than  con- 
clusive; they  do  indicate  that  BCG  vaccination 
is  not  likely  to  produce  the  almost  magical  im- 
provement in  cancer  therapy  that  has  been  sug- 
gested in  recent  press  releases.  Of  course,  these 
patients  with  far-advanced,  disseminated  disease 
represent  that  group  least  likely  to  respond  to 
immunotherapy,  and  BCG  might  have  shown 
more  promise  in  early  cases. 

BCG  is  obtainable  from  several  sources.  The 
most  commonly  used  in  this  country  is  from  Eli 
Lilly.  Another  strain  is  produced  by  Research 
Foundation,  Chicago.  Glaxo  Laboratories  in 
Great  Britain  and  the  Institut  Pasteur  in  Paris 
also  produce  BCG.  Differences  have  been  ob- 
served between  these  strains,  although  many 
investigators  do  not  list  their  sources.  Skin  scar- 
ification with  Pasteur  BCG  was  found  superior 
to  intradermal  injection  of  Glaxo  BCG  in  mela- 
noma,86 although  tlie  dose  of  Pasteur  BCG  used 
was  1,000-fold  greater  than  that  of  Glaxo  BCG, 
even  after  allowing  for  the  greater  viability  of 
the  Glaxo  strain.  Most  BCG  is  prepared  in  lyo- 
philized  ampoules  since  the  wet  preparation  has 
a shelf  life  of  only  a week  or  so.  The  most  widely 
accepted  methods  of  routine  BCG  vaccination 
are  by  multiple  puncture  or  skin  scarification,92 
although  aerosol  injection  has  recently  been  rec- 
ommended.93 Since  the  criterion  of  immunization 
against  tuberculosis  is  conversion  of  the  skin  test 
and  this  is  also  essential  for  tumor  effect,  these 
routes  would  appear  also  to  be  preferred  in  im- 
munotherapy. 
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The  mechanism  of  BCG  action  in  immuno- 
therapy remains  unclear.  Activation  of  macro- 
phages as  a result  of  immuniation  has  already 
been  mentioned,  along  with  the  heightened  non- 
specific anti-tumor  activity  of  the  activated  mac- 
rophages. But  BCG  is  known  to  increase  antibody 
titers  to  random  antigens  as  well  as  increase 
cellular  immune  reactions.  Bartlett  et  al94  studied 
the  question  of  how  BCG  inhibits  tumor  growth. 
In  mice,  they  found  that  BCG  when  mixed  with 
tumor  cell  inocula  effectively  inhibited  tumor 
growth  with  three  different  tumors,  but  only  if 
the  BCG  was  actually  mixed  with  the  tumor  cells. 
BCG  injected  into  a distant  site  produced  no 
tumor  inhibition.  Also,  they  found  that  BCG  had 
no  effect,  even  in  direct  mixture,  in  mice  immu- 
nosuppressed  by  x-ray  and  thymectomy.  Fur- 
thermore, prior  BCG  vaccination  provided  no 
increase  in  resistance  to  tumor  growth.  Their 
conclusion  was  that  tumor  cells  were  killed  non- 
specifically  as  innocent  bystanders  in  the  midst 
of  an  immune  BCG  reaction.  Somehow,  the  by- 
products of  this  reaction,  be  they  macrophage 
activation  or  release  of  toxic  lymphocyte  prod- 
ucts, were  able  to  kill  tumor  cells,  but  only  if 
they  were  in  close  proximity. 

Some  of  Bartlett's  findings  are  contradicted 
by  experiments  showing  that  previous  immuniza- 
tion with  BCG  does  produce  heightened  tumor 
resistance  in  both  mice  and  guinea  pigs.84’ 85’ 95 

The  picture  is  further  confused  when  the  work 
of  Piessens"  and  Aukerst97  is  considered.  These 
investigators  clearly  showed  that  BCG  vaccina- 
tion can  increase  tumor  growth  and  facilitate  the 
development  of  tumors  in  animals  given  margi- 
nal inoculations  of  tumor  cells.  Thus,  the  inci- 
dence of  tumors  after  inoculation  of  101  sarcoma 
cells  was  44%  in  control  mice  but  67%  in  BCG 
pre-treated  mice.  From  these  and  other  data  it  is 
clear  that  BCG  is  capable  of  stimulating  both  the 
T and  the  B cell  phases  of  the  immune  response, 
and  the  outcome  in  terms  of  tumor  suppression 
or  tumor  facilitation  will  be  determined  by 
which  predominates.  Aukert  has  suggested  that 
BCG  given  at  a time  when  blocking  antibody 
synthesis  is  already  proceeding  may  serve  to  in- 
tensify this  and  bring  about  increased  tumor 
growth.  This  points  out  the  possible  dangers  in 
the  promiscuous  use  of  BCG  and  the  need  for 
controlled  observations  to  identify  the  optimum 
time  for  its  introduction. 

The  list  of  actions  attributed  to  BCG  is  im- 
pressive and  includes  increased  resistance  to 


bacterial  infection,  increased  survival  after  irra- 
diation, accelerated  phagocytosis,  augmented 
antibody  responses,  and  accelerated  rejection  of 
tissue  or  tumor  grafts.97  Many  of  the  same  actions 
have  been  obtained  with  a methanol-extracted 
residue  (MER)  of  BCG98  which  is  non-toxic  and 
produces  only  weak  skin  tuberculin  reactivity  in 
animals.  Use  of  such  an  active  residue  would  be 
preferable  to  the  living  bacilli,  particularly  if 
hyperimmunization  is  contemplated,  since  it 
might  reduce  the  anaphylactoid  response  occa- 
sionally seen  to  BCG.97 

To  summarize  the  situation  with  BCG,  its 
anti-tumor  action  in  man  has  so  far  been  demon- 
strated convincingly  only  in  direct  injection  into 
tumor  nodules  and  was  observed  only  in  sub- 
jects capable  of  responding  to  it  as  shown  by 
conversion  to  positive  PPD  skin  tests  or  sensi- 
tization to  DNCB.  Little  effect  on  distant,  unin- 
jected nodules  is  found.  In  animal  work,  BCG 
is  again  most  effective  when  given  directly  into 
the  tumor,  although  heightening  of  tumor  resis- 
tance by  previous  vaccination  has  been  shown 
in  some  situations.  Two  forms  of  action  can  be 
defined.  First,  the  local  effects  produced  by  a 
reaction  against  BCG  which  can  non-specifically 
kill  adjacent  tumor  cells.  Second,  the  induction 
of  a heightened  non-specific  response  by  prior 
BCG  vaccinations  which  has  a measurable  but 
weak  antitumor  effect.  We  shall  discuss  below 
the  possibilities  of  cancer  prophylaxis  with  BCG, 
however,  in  the  treatment  of  existing  tumors,  the 
best  approach  in  man  now  seems  to  be  the  direct 
injection  of  tumor  nodules  when  they  can  be 
reached  through  the  skin  or  at  surgery,  and  the 
use  of  BCG  as  an  adjuvant  to  other  methods  of 
stimulating  specific  active  tumor  immunity. 

ii.  Bacteria:  It  has  been  a common  clinical 
observation  that  acute  infections  in  cancer  pa- 
tients may  produce  a transitory  regression  of  the 
tumor.  This  has  been  defined  experimentally 
largely  only  with  Bordetella  Pertussis  and  Cory- 
nebacterium  parvum.  Gram-negative  bacillus 
endotoxin  has  been  used  longer  and  more  exten- 
sively and  is  covered  below  in  a separate  section. 
Currie  and  Bagshawe"  found  an  enhancing  effect 
of  C.  parvum  on  chemotherapy  in  mouse  fibro- 
sarcomas, and  B.  pertussis  injections  were  found 
to  prolong  remissions  in  chemotherapy  of  human 
leukemia.100  These  effects  were  significant  but 
minimal  and  presumably  operate  through  a gen- 
eral increase  in  immunoreactivity  which  is  non- 
specific and  similar  to  that  of  BCG.  There  is  no 
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evidence  to  suggest  that  bacterial  vaccines  offer 
any  advantage  over  BCG,  or  that  they  produce 
qualitatively  different  effects  insofar  as  immuno- 
therapy of  cancer  is  concerned. 

b.  N on-Bacterial  Materials:  There  has  as  yet 
been  no  concerted  search  for  immunostimulatory 
materials  and  there  has  been  little  to  suggest 
what  general  identifying  characteristics  they 
might  have.  Some  partial  lead  comes  from 
screening  of  materials  for  their  ability  to  induce 
interferon  production.101  Chief  among  these  have 
been  natural  or  synthetic  polynucleotides.  Enxy- 
matic  digests  of  DNA  stimulate  antibody  pro- 
duction and  delay  or  prevent  the  development 
of  spontaneous  tumors  or  the  growth  of  trans- 
planted tumors  in  mice.102  The  same  has  been 
observed  with  synthetic  polyinosinic:  polycytidy- 
lic  acid  (Poly  IC).103  More  recently  an  interferon- 
inducing  mycophage,  statolon,  has  been  found 
to  reverse  the  immunosuppressed  state  of  mice 
infected  with  Friend  leukemia  virus  to  the  ex- 
tent that  a lethal  infection  is  converted  to  a 
dormant  one.104  In  the  same  mice,  the  ability 
to  form  antibodies  to  sheep  erythrocytes  was 
also  restored  by  statolon,  indicating  the  immuno- 
stimulation  was  general.  On  the  other  hand,  there 
are  a number  of  interferon  inducers  which 
are  not  immunostimulatory.  Phytohemagglutinin 
(PHA)  is  a good  example,  despite  its  ability  to 
produce  blastogenesis  of  lymphoid  cells  in 
vitro.100  Clearly,  there  is  a great  deal  still  to  be 
learned  about  immunostimulants  with  the  possi- 
bility that  superior  materials  to  any  of  these 
discused  are  yet  to  be  found. 

Small  molecules  have  been  of  interest,  largely 
as  they  are  able  to  induce  delayed  cutaneous 
hypersensitivity  on  contact  with  simple  chem- 
icals.106 As  we  have  seen  dinitrochlorobenzene 
(DNCB)  has  been  used  by  many  investigators 
to  test  T cell  capability.  Over  95%  of  normal  in- 
dividuals can  be  sensitized  against  this  chem- 
ical.107 Klein108  has  used  this  reaction  as  the  basis 
for  immunotherapy  of  skin  cancer.  When  sensi- 
tivity to  DNCB  is  induced  by  a priming  dose 
painted  on  the  skin,  later  challenges  induce  ery- 
thema and  vesiculation.  Klein  found  that,  when 
the  challenge  dose  was  painted  over  the  site  of 
a skin  cancer,  the  cancer  regressed  and  often 
disappeared  as  a sequel  of  the  ensuing  reaction. 
This  is  analogous  to  the  local  effects  of  BCG 
injected  into  tumor  nodules,  and  it  points  to  an 
effective  and  convenient  form  of  local  immuno- 
therapy. 


2.  Immunoprophylaxis:  The  thought  of  immuno- 
prophylaxis was  stimulated  by  Davignon  et  al109 
who  undertook  to  correlate  BCG  vaccination  of 
children  and  the  subsequent  incidence  of  leu- 
kemia. Using  the  Province  of  Quebec  where  in- 
fant BCG  vaccination  is  pursued,  they  found  a 
leukemia  rate  of  56  per  100,000  in  non-vaccinated 
children  below  the  age  of  14  as  opposed  to  only 
23  in  vaccinated  children,  a decrease  of  nearly 
60%.  This  study  has  ben  criticized  on  statistical 
grounds  and  a comparable  study  made  in  Glas- 
gow110 purported  to  show  no  effect  of  BCG  on 
the  incidence  of  leukemia.  More  recently  Bosen- 
thal  et  al111  examined  the  records  of  227,400 
children  up  to  the  age  of  6 coming  from  the  same 
general  area  of  Chicago.  They  found  only  one 
death  from  leukemia  in  54,414  BCG  vaccinated 
children  as  opposed  to  21  deaths  in  172,986  non- 
vaccinated  ones,  or  a decrease  of  85%.  This  evi- 
dence suggests  that,  in  man,  BCG  vaccination 
may  have  an  enduring  effect  in  bolstering  host 
defenses  against  cancer,  and  it  leads  directly  to 
the  idea  that  resumption  of  whole-scale  BCG 
vaccination  of  children  might  be  justifiable  on 
these  grounds  alone. 

This  idea  demands  more  critical  inspection, 
however.  In  mice,  prior  BCG  vaccination  may 
not  confer  heightened  resistance  to  leukemia,94 
and  in  man,  cancer  patients  with  positive  tuber- 
culin tests  did  not  have  a better  survival  than 
those  with  negative  reactions.91  The  non-specific 
immunity  of  the  type  conferred  by  BCG  requires 
persisting  deposits  of  antigen  for  its  mainte- 
nance,112 and  BCG  organisms  do  not  remain  in 
vaccinated  hosts  more  than  12  to  18  months.113 
This  evidence  would  indicate  a need  for  rela- 
tively frequent  revaccination,  at  least  at  yearly 
intervals,  in  any  program  designed  to  produce 
an  enduring  level  of  heightened  non-specific 
resistance  against  cancer. 

3.  Bacterial  Endotoxin.  The  majority  of  ex- 
perience with  endotoxin  in  cancer  therapy  stems 
from  the  early  work  of  Coley,  beginning  in  1890. 
The  experience  in  a number  of  cases  has  been 
published114  and  makes  fascinating  reading.  Coley 
began  with  the  observation  that  cancer  patients 
who  developed  intercurrent  infections  often  had 
transient  tumor  regression  and  developed  this 
idea  to  the  point  of  using  cultures  filtrates  of 
Serratia  marcescens  (Coley’s  toxins)  therapeu- 
tically. This  produces  a marked  febrile  response 
and  variable  tumor  effect  including  apparent 
cures  of  some  metastatic  neoplasms,  primarily 
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sarcomas.  Further  work  with  endotoxins  has 
been  sporadic,  primarily  due  to  the  great  toxicity 
of  the  material  which  often  produces  shock  in 
addition  to  fever.115  From  these  studies,  the  effect 
of  endotoxin  on  tumors  is  very  rapid  and  pro- 
duces hemorrhagic  necrosis  of  the  tumor  resemb- 
ling a localized  Schwartzman  reaction.115  Why 
this  should  be  restricted  to  tumor  tissue  remains 
unclear.  It  also  appears  to  be  independent  of  the 
usual  immune  mechanisms  and  does  not  require 
participation  by  circulating  antibody  or  T cells, 
although  the  presence  of  granulocytic  leukocytes 
is  essential.117  This  endotoxin  effect  requires  the 
use  of  relatively  large  doses  in  repeated  courses. 
A second  endotoxin  effect  can  be  observed  after 
the  use  of  small  doses  and  confers  on  the  recipi- 
ent a heightened  degree  of  non-specific  resis- 
tance analogous  to  that  seen  after  BCG  and 
other  non-specific  immunostimulants.118  Coley’s 
toxins  were  produced  commercially  and  listed 
in  New  and  Non-Official  Remedies  (NNR)  until 
1946.  Since  that  time  the  New  York  Cancer  Re- 
search Institute  has  continued  to  produce  and 
make  them  available  to  interested  physicians. 
Sporadic  trials  continue  since  the  end  result 
often  seems  worth  the  extreme  toxicity. 

C.  Passive  Immunotherapy  — Specific 

1.  Unblocking  Antibody.  Mention  has  been 
made  in  an  earlier  section  to  the  nature  of  un- 
blocking antibodies.  Their  differentiation  from 
cytotoxic  antibodies  is  uncertain,  and  therefore 
it  is  possible  that  a part  of  their  antitumor  effect 
may  come  from  direct,  complement-dependent 
lysis  of  tumor  cells  instead  of  from  prevention 
of  interference  with  T cell  action  by  blocking 
antibody.  Clinical  use  of  unblocking  sera  in  man 
has  been  scanty.  Horn119  has  reported  regression 
of  a metastatic  hypernephroma  following  repeat- 
ed transfusions  of  plasma  from  a second  patient 
who  had  been  cured  of  the  same  tumor.  There 
are  scattered  reports  of  plasma  transfusions  from 
patients  having  had  resolution  of  cancer,  mostly 
with  no  effect  but  occasionally  with  benefit.120 
Some  of  the  confusion  surrounding  plasma  ther- 
apy may  relate  to  failures  to  match  tumor  types 
between  donor  and  patient.  The  little  evidence 
available  in  man,  as  noted  above,  indicates  that 
similar  tumors  share  tumor  antigens  and  dis- 
similar tumors  do  not.  One  would  not  expect, 
therefore,  that  plasma  from  a hepatoma  patient 
would  benefit  one  with  lung  cancer  since  the 
unblocking  (or  cytotoxic)  antibodies  might  be 
expected  to  be  tumor  specific.  The  chief  diffi- 


culty in  the  use  of  unblocking  antibodies  lies  in 
the  cumbersome  techniques  for  their  identifica- 
tion and  assay.  Few  laboratories  are  able  to  do 
this,  consequently  most  plasma  therapy  is  done 
blindly  in  the  hope  some  benefit  may  result. 
Until  more  sophisticated  methods  are  in  wider 
use  for  detection  of  both  blocking  and  unblock- 
ing antibodies  it  is  unlikely  that  a concerted 
program  for  their  collection  and  use  can  be 
undertaken.  Until  that  time,  unblocking  sera  are 
of  questionable  usefulness. 

2.  Immune  RNA.  The  transfer  of  tumor  resis- 
tance by  means  of  immune  RNA  extracted  from 
animals  immunized  to  a specific  tumor  may  be 
regarded  as  passive  to  the  extent  that  the  RNA 
came  from  elsewhere,  but  it  is  active  in  the  sense 
that  the  immune  apparatus  of  the  recipient  must 
take  up  the  RNA  and  convert  its  coded  message 
into  sensitized  immunocytes  of  host  origin.  It 
differs,  therefore,  from  the  adoptive  transfer  of 
sensitized  immunocytes  which  propagate  in  their 
new  host  and  are  themselves  involved  in  tumor 
resistance  without  requiring  host  participation. 
One  would  expect,  accordingly,  that  immune 
RNA  would  be  ineffective  in  recipients  unable 
to  mount  an  immune  reaction  on  their  own,  for 
example,  in  patients  failing  to  resepond  to 
DNCB  or  to  convert  their  tuberculin  skin  tests 
after  BCG  vaccination.  Published  experiments 
have  not  tested  this  question;  all  the  work  done 
has  utilized  immunocompetent  recipients. 

The  experience  with  immune  RNA  has  been 
reviewed  by  Pilch,43  and  has  been  covered  brief- 
ly in  a previous  section  of  this  report.  The  cardi- 
nal point  relates  not  to  whether  anti-tumor  im- 
munity can  be  transferred,  this  is  pretty  well 
established,  but  to  whether  other  and  unwanted 
reactivities  might  be  transferred  along  with  it. 
When  RNA  is  obtained  from  a donor  immunized 
to  the  major  transplantation  antigens  as  well  as 
tumor  antigens,  both  types  of  reactivity  are  trans- 
ferred to  the  recipient.  The  former  could  con- 
ceivably provoke  an  autoimmune  reaction  of 
considerable  dimensions.  When  the  animal  used 
as  a source  of  immune  RNA  comes  from  another 
species  (xenogeneic),  this  likelihood  becomes 
stronger.  Pilch’s  initial  results  indicating  that 
this  does  not  happen  require  confirmation  before 
such  a system  can  be  reasonably  considered  in 
man. 

3.  Adoptive  Transfer.  In  a cancer  patient 
found  to  be  immunodepressed  as  a consequence 
of  his  disease,  the  evidence  from  BCG  vaccina- 
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tion  and  other  studies  indicates  that  little  effect 
can  be  gained  with  immunostimulation.  Host  T 
cells  have  somehow  lost  the  capacity  to  respond. 
In  this  case  the  transfer  of  competent  immuno- 
cytes  from  another  individual  might  be  attempt- 
ed in  an  effort  to  repopulate  the  patient  with 
competent  cells.  The  transferred  cells  could 
come  from  a donor  previously  immunized  against 
the  tumor,  or  they  could  be  immunized  in  vitro 
against  tumor  antigens,  or  they  could  be  normal, 
unsensitized  cells.  In  the  first  two  instances  an 
attempt  is  made  to  achieve  both  the  transfer  of 
competent  cells  and  preimmunization  against  the 
tumor.  In  the  third  case  it  is  hoped  that  the 
uninstructed  cells  will  soon  encounter  the  tumor 
antigens  in  their  new  host  and  learn  to  react 
against  them. 

The  common  problem  with  all  these  approach- 
es is  that  they  amount  to  a tissue  homograft. 
Unless  taken  from  an  identical  twin,  the  trans- 
ferred lymphocytes  will  be  rejected  by  host  de- 
fenses and  serve  no  useful  purpose.  If  on  the 
other  hand  the  recipient  is  so  immunodepressed 
that  he  cannot  reject  them,  the  transferred  cells 
will  survive  and  grow  to  a point  where  they  are 
able  to  mount  an  immune  reaction  against  the 
host,  the  graft-versus-host  (GVH)  reaction.  In 
this  case  the  host  may  well  die  as  a result.  These 
are  the  same  problems  as  have  beset  those  who 
have  tried  to  do  bone  marrow  homografts  into 
patients  with  leukemia,  marrow  aplasia,  etc. 
Whenever  the  graft  contains  immuno-competent 
cells  a GVH  reaction  is  likely.  The  adoptive 
transfer  of  allogeneic  lymphocytes  resolves  itself, 
therefore,  into  three  problems:  first,  to  prevent 
rapid  elimination  of  transferred  cells  through 
homograft  rejection;  second,  to  prevent  a GVH 
reaction  if  transferred  cells  survive;  and  third, 
to  prevent  cancellation  of  any  anti-tumor  effect 
by  blocking  antibody  which  may  be  present. 

These  are  powerful  obstacles,  and  a variety  of 
means  to  overcome  them  have  been  tried.  Tissue 
incompatibility  could  be  overcome  by  meticulous 
tissue  matching  between  donor  and  recipient, 
although  the  evidence  from  kidney  transplanta- 
tion indicates  this  is  of  real  value  only  when 
there  is  close  blood  relationship.  Transfer  of 
HLA  identical  thoracic  duct  lymphocytes  was 
made  into  6 recipients  with  advanced  cancer  by 
Yonemoto  and  Terasaki.121  In  two  cases  where  a 
sex  chromatin  marker  was  available,  chimerism 
was  documented  up  to  the  point,  in  one  patient, 
that  78%  of  his  circulating  lymphocytes  were  of 


donor  origin.  Despite  evidence  of  successful  takes 
and  a low  incidence  of  GVH  reactions,  only  one 
patient  obtained  benefit  and  this  was  short- 
lived. The  number  of  lymphocytes  transferred  in 
these  experiments  averaged  50  billion,  probably 
an  adequate  number  if  adoptive  transfer  were 
to  work.  The  conclusion  must  be  that  such  trans- 
fers are  not  adequate  alone  to  eliminate  large 
tumor  masses.  Previous  stimulation  in  vitro  with 
such  ageqts  as  phytohemagglutinin  or  Concan- 
avalin  A might  increase  their  effectiveness,  as 
might  concurrent  BCG  vaccination. 

Bach122  and  Salmon123  have  proposed  devices 
designed  to  eliminate  those  cells  from  a graft 
which  are  likely  to  provoke  the  GVH  reaction. 
By  exposing  the  graft  cells  in  vitro  to  recipient 
cells  and  making  the  resulting  blastic  reaction 
lethal  by  chemical  means,  it  is  hoped  to  remove 
potential  GVH  cells.  This  technique  might  make 
it  possible  to  use  unmatched  donors  and  still 
avoid  GVH  in  immunosuppressed  recipients. 
Salmon124  has  some  early  evidence  that  this  may 
occur.  Whether  those  cells  capable  of  reacting 
against  tumor  antigens  are  also  deleted  remains 
to  be  seen. 

As  for  blocking  antibodies,  we  have  mentioned 
before  the  possibility  that  these  may  be  reduced 
or  abolished  by  chemotherapy,54  splenectomy,  or 
temporarily  by  plasmaphoresis.  Certainly,  it 
would  seem  unwise  to  elect  an  allogeneic  lym- 
phocyte transfer  in  face  of  a known  titer  of 
blocking  antibodies.  It  would  be  well  to  mention 
here  that  the  detection  of  blocking  antibodies 
requires  sophisticated  laboratory  techniques 
which  means  that,  for  the  time  being,  cancer 
immunotherapy  had  best  only  be  carried  on  in 
centers  where  these  essential  screening  tests 
can  be  made. 

The  use  of  autologous  lymphocytes  in  immu- 
notherapy removes  the  twin  obstacles  of  homo- 
graft rejection  and  GVH  reaction,  but  it  requires 
that  the  host  have  competent  cells  himself.  If  such 
be  true,  then  it  is  possible  that  these  cells  could 
be  removed  and  so  stimulated  in  vitro  that  they 
would  gain  anti-tumor  capacities  not  developed 
in  vivo.  The  stimulation  in  this  case  could  be 
specific  against  cultured  autologous  cancer  cells 
pretreated  so  as  to  enhance  their  antigenicity. 
Watkins  et  al60  have  attempted  this  using  neura- 
minidase. The  results  indicate  that  it  is  possible 
to  observe  an  up  to  30-fold  increase  in  in  vitro 
reactivity  of  host  lymphocytes  against  their  own 
tumor  cells,  seen  chiefly  with  tumors  possessing 
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appreciable  sialic  acid  coating  such  as  adeno- 
carcinomas of  the  breast,  stomach,  lung,  colon, 
and  rectum,  epidermoid  lung  carcinoma,  hyper- 
nephroma, and  nodular  Hodgkin’s  disease.  Tum- 
ors with  negligible  sialic  acid  coatings  such  as 
glioblastomas  were  less  effective.  Lymphocytes 
from  one  of  a pair  of  identical  twins  having 
acute  leukemia  in  remission  on  chemotherapy 
were  unable  to  respond  to  her  own  tumor  cells, 
although  lymphocytes  from  the  non-leukemic 
twin  responded  well.  The  reasons  for  this  could 
have  been  immuno-suppression  by  chemother- 
apy or  immunodepression  secondary  to  leukemia. 
In  either  case  the  need  for  competent  host  cells 
is  clear. 

This  work  was  not  carried  to  its  conclusion, 
i.e.,  reinjection  of  stimulated  hymphocytes  into 
the  host  to  observe  tumor  effect.  Nadler  and 
Moore125  cross-immunized  pairs  of  patients  to 
each  other’s  tumors,  then  cross-transfused  leuko- 
cytes between  the  two.  They  reported  23  of  118 
patients  had  objective  response,  however  it  is 
difficult  to  attribute  this  to  the  procedure  used 
since  delayed  skin  sensitivities  to  PPD  and  other 
antigens  were  not  exchanged.  In  another  study126 
up  to  300  gm  (about  300  billion)  autologous  or 
allogeneic  lymphocytes  were  infused  into  cancer 
patients  with  some  response  in  2 of  31  patients. 
A number  of  other  experiments  involving  the 
infusion  of  normal  or  sensitized,  autologous, 
allogeneic,  or  xenogeneic  lymphocytes  obtained 
from  the  spleen,  lymph  nodes,  or  thoracic  duct 
have  been  summarized  by  Fisher.73  The  finding 
that  sensitized  xenogeneic  (heterologous)  cells 
often  performed  better  than  others  with  lower 
histoincornpatibility  barriers  suggested  that  the 
active  element  might  not  be  the  intact  lympho- 
cytes but  some  subcellular  fraction  ( see  Immune 
RNA  above  and  Transfer  Factor  below). 

As  is  usual  in  the  literature  of  immunotherapy, 
a few  of  the  cases  treated  had  superb  results 
with  disappearance  of  all  tumor  for  periods 
longer  than  5 years,  some  apparently  permanent- 
ly. These  cases  serve  as  the  stimulus  for  contin- 
ued attempts,  although  the  overall  results  with 
adoptive  transfers  has  been  disappointing. 

4.  Transfer  Factor.  The  story  of  the  discovery 
of  transfer  factor  has  been  ably  reviewed  by 
Lawrence,127  the  most  prolific  worker  in  the  field. 
It  relates  to  the  finding  in  1940  that  delayed 
hypersensitivity  or  cellular  immunity  (a  T cell 
function),  could  be  transferred  with  intact  cells 
although  it  could  not  be  transferred  with  serum. 


Later  ( 19.54 ) , Lawrence  found  that  tuberculin 
sensitivity  could  be  transferred  as  effectively  by 
leukocyte  extracts  as  by  intact  cells.  The  respon- 
sible substance,  known  as  transfer  factor,  was 
identified  as  of  low-molecular  weight,  dialyzable, 
non-immunogenic,  and  unaffected  by  DNase, 
RNase  or  proteolytic  enzymes.  Transfer  factor 
seems  peculiar  to  man;  efforts  to  demonstrate  it 
in  various  animal  species  have  been  largely 
unrewarding.  In  its  biological  action,  it  is  highly 
specific  and  transfers  only  those  sensitivities 
exhibited  by  the  donor. 

Later,  Lawrence  and  his  group  demonstrated 
that  transfer  factor  was  also  active  in  transfer- 
ring homograft  sensitivity.  If  individual  A was 
immunized  to  the  HL-A  antigens  of  individual 
B by  a skin  homograft,  then  another  skin  homo- 
graft applied  from  B to  a third  individual,  C, 
transfer  factor  prepared  from  A leukocytes  would 
initiate  graft  rejection  in  C within  18  hours.  A 
skin  graft  from  a fourth  individual,  D,  applied  to 
C at  the  same  time  was  unaffected,  indicating 
again  the  specificity  of  the  reaction.  This  has 
suggested  that  immunity  to  cancer  antigens 
might  also  be  transferred  with  transfer  factor. 
In  published  trials128  transfer  factor  was  prepared 
from  donors  immunized  with  killed  melanoma 
tissue  and  resulted  in  regression  of  melanoma 
nodules  when  injected  into  tumor-bearing  pa- 
tients. This  is  reminiscent  of  the  work  with  im- 
mune RNA,  and  suggests  that  both  or  either  of 
these  effects  may  be  the  residual  endowment  in 
patients  treated  with  specifically-sensitized  allo- 
geneic or  xenogeneic  cells. 

The  future  for  transfer  factor  in  immuno- 
therapy depends  to  a large  extent  upon  what 
contribution  is  required  from  the  recipient.  Law- 
rence129 initially  suggested  that  immunocompe- 
tent T cells  must  be  available  in  the  host  to 
accept  the  message  carried  in  transfer  factor  and 
translate  it  into  biological  effect.  This  require- 
ment has  been  placed  in  doubt  by  the  fact  that 
patients  with  Wiskott-Aldrich  syndrome,  an  in- 
herited immunodeficiency  state  involving  chiefly 
T-cell  responses,  will  respond  to  transfer  factor 
and  acquire  skin  hypersensitivity  reactions  char- 
acteristic of  the  donor,130  although  patients  with 
Hodgkin’s  disease  who  are  also  incompetent  with 
respect  to  their  T cell  capabilities  generally  fail 
to  respond.131  Patients  rendered  anergic  by  lep- 
romatous  leprosy132  and  mucocutaneous  candi- 
diasis133 also  respond  well  to  transfer  factor.  What 
the  situation  will  be  in  patients  immunosuppress- 
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ed  by  widespread  cancer  or  by  chemotherapy 
remains  to  be  seen. 

Despite  this  reservation,  transfer  factor  re- 
mains one  of  the  most  exciting  possibilities  for 
immunotherapy.  It  is  stable  and  can  be  stored 
for  years.  It  can  be  produced  in  large  amounts 
by  leukaphoresis.  It  is  not  immunogenic  itself 
and  carries  no  histocompatibility  antigens.  Its 
use  might  well  be  potentiated  with  non-specific 
agents  such  as  BCG.  It  could  be  recovered  either 
from  patients  having  survived  a cancer  or  from 
volunteers  immunized  with  killed  tumor  cells. 
Its  use  depends  upon  the  degree  with  which 
different  tumors  of  the  same  histological  type 
are  found  to  share  the  same  tumor  antigens. 
Ideally,  if  such  sharing  occurs  and  if  transfer 
factor  displays  the  same  exquisite  specificity  as 
it  does  in  the  histocompatibility  (HL-A)  anti- 
gens, a preparation  made,  for  example,  against 
one  adenocarcinoma  of  the  stomach  might  be 
found  effective  against  all  such  tumors.  The 
vistas  are  alluring. 

SUMMARY 

At  this  moment  in  time,  cancer  immunology 
in  man  is  still  rudimentary.  We  know  very  little 
about  the  antigens  of  human  tumors,  whether 
they  are  common  to  tumors  of  the  same  type,  or 
whether  they  change  during  the  course  of  the 
disease.  This  stands  in  sharp  contract  to  the 
wealth  of  information  available  in  animal  can- 
cer, and  the  investigations  now  being  pushed 
forward  in  man  are  based  principally  upon  the 
supposition  that  the  similarities  between  man 
and  animals  will  become  greater  as  the  picture 
becomes  clearer. 

Nevertheless,  certain  avenues  for  attack  are 
open  and  quite  susceptible  to  clinical  investiga- 
tion. The  chief  drawback  is  that  immunotherapy 
is  untried  and  occupies  the  position  of  a step- 
child in  cancer  therapy.  No  patient  is  presented 
for  immunotherapy  until  conventional  avenues 
are  exhausted.  By  that  time  the  tumor  is  wide- 
spread, the  immune  capabilities  have  been  mark- 
edly reduced,  and  the  clarity  with  which  one 
might  detect  the  effectiveness  of  immunotherapy 
is  largely  obscured. 

In  contrast,  the  ideal  patient  for  immunother- 
apy would  be  early  in  his  disease,  with  the  im- 
munotherapist  alerted  immediately  so  that  tissue 
cultures  of  his  tumor  cells  could  be  prepared  at 
the  time  of  initial  surgery  or  biopsy.  He  would 
have  an  intact  immune  system  as  manifested  by 
positive  skin  tests  to  a battery  of  standard  anti- 


gens, together  with  the  ability  to  acquire  new 
sensitivities  such  as  to  DNCB.  Blocking  antibody 
would  be  tested  for.  The  initial  workup  would 
be  planned  so  as  to  define  all  these  immuno- 
logical parameters  before  therapy. 

Following  this,  the  tumor  mass  would  be  re- 
duced to  the  maximum  extent  possible  by  sur- 
gery, radiation,  or  chemotherapy.  The  immune 
status  of  the  patient  would  be  followed  through 
these  procedures  to  allow  recovery  or  even  re- 
bound overshoot.  At  this  time  one  of  the  forms 
of  specific  active  immunotherapy  would  be  used, 
be  it  vaccination  with  the  patient’s  own  tumor 
cells  maintained  up  to  now  in  tissue  culture  and 
pretreated  with  a surface  active  agent  such  as 
neuraminidase,  or  use  of  purified  tumor  antigens 
prepared  from  the  same  material.  At  the  same 
time,  non-specific  immunostimulation  such  as 
BCG  vaccination  could  be  used.  Reactions  of  the 
patient’s  lymphocytes  against  his  own  tumor  cells 
could  be  followed  in  vitro  as  a measure  of  the 
efficacy  of  immunotherapy,  and  the  treatment 
plan  modified  accordingly.  While  this  is  going 
on,  the  presence  of  blocking  antibodies  could 
be  monitored,  again  using  the  cultured  tumor 
cells  as  targets.  If  present,  one  might  contem- 
plate using  plasmaphoresis  to  reduce  them  acute- 
ly and  splenectomy  or  chemotherapy  to  keep 
them  low. 

The  less  well  worked  out  approaches  such  as 
immune  RNA  and  transfer  factor  would  be  best 
left  in  reserve  until  further  information  concern- 
ing them  is  gained.  It  seems  unlikely  that  they 
could  provide  better  results  in  this  imaginary 
patient  than  the  course  laid  out  above.  These 
would  seem  to  be  indicated  more  in  patients  late 
in  their  disease  with  compromised  host  defenses. 

All  the  foregoing  is  predicated  upon  a prin- 
ciple discussed  previously,  namely,  that  immuno- 
therapy will  be  most  effective  when  the  residual 
tumor  mass  is  the  smallest.  According  to  our 
present  understanding  it  should  never  be  the 
initial  or  the  only  therapy  used.  This  means  that 
the  therapy  for  any  given  patient  should  be  so 
organized  and  pointed  that  it  leads  toward  im- 
munotherapy as  the  final  and,  hopefully,  cura- 
tive link  in  the  process.  We  know  that,  in  certain 
forms  of  leukemia,  a two  to  four  log  kill  of  tumor 
cells  is  possible.  This  means  that  over  99%  of  all 
tumor  cells  have  been  abolished.  Heretofore,  the 
remaining  0.1%  or  less  has  always  been  sufficient 
for  regrowth,  usually  in  a more  resistant  form. 
If  immunotherapy  can  kill  this  final  one  cell  out 
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of  every  1,000,  this  is  all  one  could  reasonably 
ask  and  it  will  bring  cancer  therapy  to  a high 
level  of  efficiency. 

It  is  clear  that  much  work  remains  to  be  done 
before  the  immunotherapy  of  cancer  achieves  a 
solid  footing.  In  view  of  this,  premature  news 
releases  such  as  that  in  the  Chicago  Tribune  for 
September  13,  1972  headlining,  “Find  Anti- 
Cancer  Agent  100%  Effective  in  Tests,”  are 
clearly  overstated  and  have  resulted  in  a num- 
ber of  patients  coming  to  cancer  clinics  and 
demanding  BCG  treatment.  The  answer  to  the 
effectiveness  of  BCG  in  human  cancer  requires 
a large  number  of  well-studied  cases  in  whom 
the  various  other  parameters  which  influence 
immunotherapy  such  as  host  immunocompetence, 
blocking  antibody  titers,  etc.,  have  been  care- 
fully followed. 

It  is  also  clear  that  the  large  volume  of  ex- 
perimental work  in  animal  tumors  and  their 
immunology  can  only  be  applied  cautiously  to 
man.  The  pitfalls  in  extrapolating  from  one  spe- 
cies to  another  have  been  abundantly  illustrated 
in  the  past  and  have  already  been  shown  to 
exist  in  cancer.  Despite  these  precautions  there 
is  every  reason  to  hope  that  immunotherapy  will 
come  to  occupy  a significant  place  in  the  therapy 
of  cancer,  that  this  will  come  in  the  near  future, 
and  that  it  will  bring  closer  the  ultimate  cure. 
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At  12:15  o’clock  noon,  recently,  an  ambulance 
arrived  at  the  emergency  room  of  Hoemako 
Hospital  bearing  an  apparently  unconscious,  20- 
year-old  female  (E.P.)  who  was  covered  with 
blood.  It  was  apparent  after  removing  the  cloth- 
ing and  cleaning  the  skin  of  blood  that  the  only 
lacerations  were  four  on  the  flexor  surface  of  the 
left  wrist  and  three  on  the  right.  Presumably 
the  wounds  were  self-inflicted.  The  blood  prob- 
ably had  been  smeared  over  the  rest  of  the  body 
for  dramatic  effect. 

The  ambulance  crew  brought  along  five  empty 
medicine  bottles,  dispensed  recently  on  prescrip- 
tion of  three  different  physicians.  Information 
from  the  pharmacy  indicated  that  these  bottles 
had  contained  the  following  medications: 

Metronidazole*0  — 2 bottles  each  containing 
30  of  the  250  mg.  tablets  — total  dose  15,000 
mg.,  equivalent  to  300  mg./Kg.  in  the  50 
Kg.  patient 

Potassium  phenoxymethyl  penicillin00  — 1 
bottle  containing  28  of  the  500  mg.  tablets 
— total  dose  14,000  mg.,  equivalent  to  280 
mg./Kg. 

Flurazepam00  — 1 bottle  with  12  of  the  30 
mg.  capsules  — total  dose  360  mg.,  equiv- 
alent to  7 mg./Kg. 

Diazepam00  — 1 bottle  with  20  of  the  5 mg. 
tablets  — total  dose  100  mg.,  equivalent  to 
2 mg./Kg. 

The  patient  was  an  attractive  white  female 
who  weighed  50  Kg.  She  appeared  to  be  coma- 
tose but  on  closer  inspection  she  was  found  to 
respond  slightly  to  commands.  Specifically,  she 
moved  her  fingers  to  confirm  that  the  flexor 
tendons  were  functional.  Blood  pressure  was 
154/100;  respiration  24,  not  particularly  shallow; 
pulse  90  (Regular).  Deep  tendon  reflexes  were 
present.  The  pupils  reacted  to  light  and  accom- 
modation. 

Since  the  overdose  of  each  medication  was 

From  the  Casa  Grande  Clinic,  Casa  Grande,  Arizona  85222 
0 “Trademarks:  Flagyl  (metronidazole),  Ledercillin  (potassium 

phenoxymethyl  penicillin),  Dalmane  (flurazepam),  Valium 

(diazepam),  Xylocaine  (lidocaine).  and  Tofranil  (imipramine). 
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substantially  less  than  the  toxic  dose  in  experi- 
mental animals,  and  since  the  patient  had  good 
cardiac  and  pulmonary  function,  no  specific  anti- 
dotes were  needed  or  given.  The  vicinity  of  each 
laceration  was  infiltrated  with  2 per  cent  lido- 
caine and  the  wounds  closed  with  black  silk. 

The  patient  was  admitted  to  the  hospital  for 
further  observation  and  treatment. 

By  5:30  p.m.  of  the  same  day  the  patient  was 
still  drowsy  but  sufficiently  awake  so  that  she 
could  be  fed  liquids  by  mouth.  The  next  morning 
she  was  awake  but  profoundly  depressed.  By 
this  time  respirations  were  20,  blood  pressure 
120/72,  and  pulse  64.  Antidepressant  medication 
(imipramine,  50  mg.  orally  four  times  daily)  was 
started. 

Recovery  was  uneventful  and  the  patient  was 
discharged  June  11,  1972.  Antidepressant  therapy 
was  continued  at  home  with  arrangements  for 
the  pharmacist  to  dispense  only  five  days  of 
medication  at  any  one  time.  Recovery  from  the 
depression  occurred  later,  due  in  part  to  separa- 
tion from  her  husband  who,  she  believed,  was 
unfaithful. 


;elf  inflicted  overdose 

JEWER  MEDICATIONS 

TOXICITY  OF  THE  MEDICATIONS 

Acute  toxicity  for  each  drug  was  determined 
by  the  manufacturer  in  experimental  animals 
prior  to  human  evaluation  of  therapeutic  uses. 
The  LDso  was  calculated  from  the  number  of 
deaths  occurring  in  groups  of  animals  receiving 
various  large,  single  doses  of  the  compound 
being  tested.  It  is  defined  as  the  median  lethal 
dose,  i.e.,  the  dose  which  would  kill  half  the 
animals  in  the  group.  Such  studies  were  con- 
ducted by  the  manufacturer  of  each  drug. 

Oral  (Intragastric)  LD50 

Metronidazole:  More  than  5000  mg. /Kg.  in 
rat,  3500  mg./Kg.  in  mouse.1 

Potassium  phenoxymethyl  penicillin:  More 

than  4000  mg./Kg.  in  mouse.2 

Flurazepam:  870  mg./Kg.  in  mouse;  1232  mg./ 
Kg.  in  rat;  568  mg./Kg.  in  rabbit.3 

Diazepam:  720  mg./Kg.  in  mouse.4 

Since  the  patient  took  each  of  the  four  medi- 
cations in  dosage  of  300  mg./Kg.,  280  mg./Kg., 
7 mg./Kg.,  and  2 mg./Kg.,  respectively,  it  would 
appear  that  she  was  not  approaching  a potential- 
ly dangerous  dose  of  any  one  of  the  medications. 


This  was  confirmed  by  clinical  observation  of 
her  vital  signs. 

COMMENT 

It  is  comforting  that  many  of  the  relatively 
new  medications,  which  make  medicine  easier  to 
practice  than  it  was  only  a few  decades  ago,  are 
not  only  highly  effective  but  considerably  safer 
than  some  of  the  older  preparations.  This  pa- 
tient took  twelve  times  the  usual  hypnotic  dose 
of  flurazepam;  twelve  times  the  usual  dose  of 
many  of  the  older  hypnotics  would  have  been 
potentially  dangerous.  The  contents  of  the  entire 
bottle  of  the  antibiotic  would  have  been  danger- 
ous only  in  the  presence  of  a specific  allergy;;  a 
comparable  overdose  of  one  of  the  older  sulfona- 
mides would  not  have  been  so  innocuous.  Only 
20  tablets  of  diazepam  were  involved;  even  so, 
20  barbituate  sedative  strength  tablets  added  to 
the  other  medications  could  have  contributed 
substantially  to  the  combined  toxicity.  The  met- 
ronidazole represents  a therapeutic  advance 
which  is  not  only  effective  in  the  treatment  of 
trichomoniasis  but  permits  convenient  and  sat- 
isfactory treatment  of  the  male  carrier  without 
presenting  any  significant  hazard  of  toxicity. 
Older  treatments  for  trichomoniasis  were  usual- 
ly not  in  the  type  of  pharmaceutical  form  to  have 
any  aesthetic  appeal  for  oral  overdosage. 
SUMMARY 

A case  is  described  of  a 20-year-old  depressed 
female  patient  who  survived  “suicidal”  overdos- 
age with  15,000  mg.  of  metronidazole,  14,000 
mg.  of  potassium  phenoxymethyl  penicillin,  360 
mg.  of  flurazepam,  and  100  mg.  of  diazepam.  In 
addition,  she  inflicted  seven  lacerations  on  the 
flexor  surfaces  of  her  wrists.  The  lacerations 
were  repaired.  The  overdosage  with  medication 
required  no  antidote  because  of  the  inherently 
low  order  of  toxicity  of  the  medications  which 
she  ingested. 
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SEASONALITY  OF  GONORRHEA 
IN  ARIZONA 

SUZANNE  DANDOY,  AA.D. 

JEREMIAH  R.  DANDOY,  M.B.A. 

The  ultimate  objective  of  gathering  statistics 
in  a venereal  disease  control  program  is  the 
accumulation  of  information  which  would  assist 
in  the  eradication  of  the  disease.  The  immediate 
objective  is  to  plan  for  variation  in  the  needs 
for  control  measures  and  services. 

Cornelius1  reported  in  1971  that  there  was  a 
seasonality  in  the  reported  cases  of  gonorrhea  in 

Suzanne  Dandoy,  M.D.,  Director,  Division  of  Preventive  Health 
Services,  Arizona  State  Department  of  Health,  Phoenix,  Arizona. 
Jeremiah  R.  Dandoy,  M.B.A.,  Director  of  Administration,  Arizona 
Training  Program,  Coolidge,  Arizona. 


the  United  States.  He  found  the  highest  reported 
rates  in  the  third  quarter  of  the  calendar  year. 
The  purpose  of  the  current  study  was  to  deter- 
mine whether  this  seasonal  difference  was  pres- 
ent in  reported  gonorrhea  in  Arizona. 

METHOD 

The  State  of  Arizona  requires  by  statute  that 
all  physicians  report  every  case  of  venereal  dis- 
ease which  they  diagnose.  These  reports  are 
submitted  on  morbidity  report  cards  to  the  local 
health  department  which  forwards  the  reports 
to  the  State  Department  of  Health  for  tabula- 
tion. These  cards  include  the  following  informa- 
tion: name,  address,  age,  sex,  race,  and  date  of 
onset  of  case;  date  of  report;  and  source  of 
report. 

A 1968  survey  of  Arizona  physicians  revealed 
that  only  6 percent  of  cases  of  venereal  disease 
known  to  private  physicians  are  reported  to 
health  agencies.2  The  bulk  of  the  reports  re- 
ceived are  from  public  sources:  health  depart- 
ment clinics,  hospital  emergency  rooms,  and 
military  bases.  We  assumed  that  the  percent  of 
total  cases  reported  by  each  source  remained 
relatively  constant  over  the  past  decade. 

The  cases  of  gonorrhea  reported  monthly  for 
the  eight-year  period,  January,  1964  through 
December,  1971,  were  analyzed  by  seasonal  in- 
dex, using  a twelve-month  moving  average.  For 
each  month,  the  ratio  of  cases  reported  to  the 
moving  average  was  calculated  and  multiplied 
by  100. 

RESULTS 

The  number  of  reported  cases  of  gonorhea  in 
Arizona  increased  steadily  from  1964  to  1971, 
with  a 40  percent  rise  in  1971  over  1970  (Table 
1).  The  total  cases  reported  over  the  eight  years 
was  34,348. 

For  the  eight-year  period  the  highest  seasonal 
indices  were  found  in  July,  August,  and  Sep- 


Table  1 

Reported  Cases  of  Gonorrhea,  Arizona 
1964-1971 


Year 

Number  of 
Reported  Cases 

1964 

3513 

1965 

3540 

1966 

3660 

1967 

4376 

1968 

4416 

1969 

4526 

1970 

4313 

1971 

5904 

TOTAL 

34,348 
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tember  (Table  2).  Thus,  more  gonorrhea  was 
reported  in  the  summer  months  than  in  other 
seasons. 


Table  2 

Ratios  (xlOO)  of  Reported  Cases  of  Gonorrhea  to  the 
Twelve-Month  Moving  Average,  Arizona,  1964-1971 


Month 

Ratio  (xlOO) 

January 

103.37 

February 

85.61 

March 

96.49 

April 

98.91 

May 

101.46 

J une 

94.18 

July 

111.65 

August 

104.05 

September 

112.13 

October 

99.92 

November 

94.42 

December 

97.82 

DISCUSSION 

The  increased  number  of  cases  reported  in 
1971  reflects  the  start  of  a statewide  gonorhea 
epidemic  which  continued  through  1972.  Gon- 
orrhea case  reports  for  1972  totaled  6,265. 

The  higher  number  of  case  reports  in  the  third 
quarter  of  the  year  agrees  with  the  findings  of 
Cornelius.1  He  also  found  that  the  second  highest 
number  of  case  reports  occurred  in  the  second 
quarter  in  warm  weather  areas.  In  contrast,  in 
cold  weather  areas  the  fourth  quarter  was  the 
second  highest  in  reported  cases. 

These  results  indicate  that  there  is  a definite 
seasonal  difference  in  the  reported  cases  of  gon- 
orrhea in  Arizona.  Health  agencies  and  person- 
nel handling  veneral  disease  control  can  expect 
an  increased  demand  for  services  in  July,  Aug- 
ust, and  September  as  well  as  in  January. 

The  indicated  seasonality  implies  either  one 
or  a combination  of  following  factors:  (1)  suscep- 
tibility to  gonorrhea  is  seasonal,  (2)  gonococcus 
virulence  is  seasonal,  (3)  frequency  of  intercourse 
is  seasonal,  (4)  reporting  to  medical  facilities  by 
symptomatic  patients  is  seasonal,  (5)  case  finding 
efforts  are  seasonal,  or  (6)  the  data  on  diagnosed 
cases  is  reported  seasonally. 

Seasonal  distribution  can  be  found  with  many 
other  infectious  diseases,  including  those  trans- 
mitted by  the  respiratory  route  (measles,  influ- 
enza, strep  throat),  by  the  gastrointestinal  route 
(infectious  hepatitis  and  salmonellosis),  and  by 
arthropod  vectors  (encephalitis).  Some  of  these 
variations  have  been  explained  as  functions  of 
crowding,  climate,  or  recreational  activities  but 
many  remain  unexplained. 


There  are  no  statistical  or  laboratory  means  of 
testing  the  first  two  hypotheses:  seasonal  differ- 
ences in  susceptibility  of  the  host  or  in  virulence 
of  the  organism.  The  third  hypothesis,  that  fre- 
quency of  intercourse  is  seasonal,  might  be  test- 
ed by  looking  at  seasonal  indices  of  conception 
as  related  to  births.  In  fact,  Cornelius  found  that 
the  seasonality  of  both  legitimate  and  illegitimate 
conceptions  appeared  to  be  the  reverse  of  the 
seasonality  of  gonorrhea  in  the  United  States. 
It  is  possible  that  sexual  activity  increases  dur- 
ing school  vacation  periods  or  during  the  warm- 
er summer  weather. 

The  attendance  at  clinics  and  physicians’  of- 
fices undoubtedly  depends  on  factors  of  climate 
and  on  the  occurrence  of  holiday  and  vacation 
periods.  This  explanation  probably  accounts  for 
the  increase  in  case  reports  in  January  over 
December. 

The  years  considered  in  this  study  preceded 
the  development  in  Arizona  of  gonorrhea  case- 
finding programs  among  asymptomatic  females. 
These  programs  have  been  operational  only  since 
the  fall  of  1972.  Therefore,  the  fifth  hypothesis 
of  seasonal  variation  in  case-finding  activities 
does  not  seem  to  explain  the  results  reported. 

The  last  hypothesis  on  fluctuations  in  data 
reporting  could  be  tested  by  determining  if 
seasonality  occurs  in  the  reporting  of  other  dis- 
eases. However,  since  most  other  infectious  dis- 
eases have  a known  seasonal  variation  in  inci- 
dence, a comparison  study  would  be  difficult. 

CONCLUSION 

The  number  of  reported  cases  of  gonorrhea 
varies  with  the  seasons  in  Arizona,  with  the  high- 
est numbers  of  cases  reported  in  the  third  quar- 
ter of  the  calendar  year.  These  results  parallel 
those  found  for  the  entire  United  States.  Al- 
though several  possible  explanations  can  be 
advanced,  no  conclusion  as  to  the  cause  of  the 
seasonal  fluctuation  is  possible  at  present.  In- 
creasing numbers  of  case  reports  or  increases  in 
cases  seen  in  medical  facilities  in  July  or  August 
should  not  be  interpreted  as  indicative  of  an 
ensuing  epidemic,  but  rather  as  a regular  fluc- 
tuation in  the  distribution  of  gonorrhea  in  the 
population. 
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THE  IMPORTANCE  OF  BASIC  BIOMEDICAL 
SCIENCE  TO  SOCIETY 


During  the  past  two  decades  the  results  of 
massive  support  of  biomedical  science  have  been 
remarkable  beyond  even  the  most  optimistic 
predications.  Society  has  reaped  these  benefits 
and  the  medical  profession  has  been  strengthened 
by  the  new  information.  Any  physician  who 
graduated  from  medical  school  prior  to  one 
decade  ago  recognizes  the  rapidly  changing  con- 
tent of  medical  information.  The  basic  designs 
of  cellular  chemistry  and  its  regulation  and  the 
chemical  basis  of  heredity  are  among  the  major 
discoveries  of  biomedical  science  that  could 
transform  health  and  disease  as  well  as  any 
advance  in  history  of  medicine.  Due  to  lack  of 
foresight  and  misplaced  priorities,  our  Congress 
is  reducing  its  support  of  science,  including 


training  grants  and  project  grants  for  the  support 
of  our  best  young  scientists.  Science  training 
programs  cost  about  $300  million  annually  or  1% 
of  that  for  welfare  or  for  defense.  This  seems  to 
be  placing  emphasis  in  the  wrong  places  when 
we  know  for  certain  that  millions  of  our  citizens 
will  die  each  year  from  causes  which  can 
eventually  be  eliminated  if  the  American  public 
demands  and  obtains  adequate  support  of  bio- 
medical science.  Organized  medicine  is  anxious 
to  apply  the  practical  results  of  the  work  of 
biomedical  scientists  to  the  American  public  in 
order  to  reduce  the  killing  and  crippling  medical 
conditions  of  our  time. 

John  R.  Green,  M.D. 


Editor's  Page 


EDITOR-IN-CHIEF 

John  R.  Green,  M.D. 

ASSOCIATE  EDITOR 


William  B.  McGrath,  M.D. 

EDITORIAL  ASSISTANT 

Joan  Bruner 


EXECUTIVE  DIRECTOR 
AND 

MANAGING  EDITOR 

Bruce  E.  Robinson 


EDITORIAL  BOARD 

Robert  Barbee,  M.D. 

M.  David  Ben-Asher,  M.D. 

W.  Albert  Brewer,  M.D. 

Andre  J.  Bruwer,  M.D.* 

Melvin  L.  Cohen,  M.D. 

Arthur  V.  Dudley,  Jr.,  M.D. 
John  C.  Duffy,  M.D.* 

Walter  V.  Edwards,  Jr.,  M.D.* 
C.  Herbert  Fredell,  M.D. 
Kenneth  E.  Johnson,  M.D. 
Gerold  Kaplan,  M.D.* 

Robert  F.  Lorenzen,  M.D. 
William  B.  McGrath,  M.D.* 
Darwin  W.  Neubauer,  M.D. 
David  Pent,  M.D.* 

William  F.  Sheeley,  M.D. 

Paul  L.  Singer,  M.D. 

Ernest  Smith,  M.D. 

David  C.  H.  Sun,  M.D.* 
'Publishing  Committee 


488  JULY  1 973  • XXX  • 7 


President's  Page 


UNITED  MEDICAL  CARE 
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ARIZONA  AND  PSRO 


PHILIP  E.  DEW,  M.D. 
PRESIDENT 


At  the  recent  82nd  annual  meeting  of  the 
Arizona  Medical  Association’s  House  'of  Dele- 
gates, Resolution  Number  2,  was  introduced,  it 
read  as  follows:  “Resolved  that  the  Arizona 
Medical  Association  wholeheartedly  endorses  the 
United  Medical  Care  Foundations  of  Arizona, 
Incorporated,  as  the  organization  best  qualified 
to  be  the  Professional  Standards  Review  Organ- 
ization (PSRO)  for  the  region  encompassing  the 
state  of  Arizona.”  This  resolution  was  discussed 
at  the  Reference  Committee  without  dissent  and 
passed  the  House  of  Delegates  unanimously. 

Dr.  John  Standifer  and  I were  in  Washington, 
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Wednesday,  May  23,  1973.  We  visited  with  each 
Senator  and  Representative  from  Arizona  in  our 
Nation’s  Capitol  or  his  Legislative  Assistant,  with 
the  exception  of  Mo  Udal  who  was  not  available. 
Here  is  how  it  came  about:  As  in  Arizona,  a 
number  of  state  medical  associations  believe 
that  in  their  states,  quality  medical  care  and  the 
rights  of  the  medical  profession  could  best  be 
preserved  under  PSRO  programs  through  a state- 
wide review  management  system  and  a state 
association  sponsorship  and  with  local  review 
committees.  However,  HEW  had  never  publicly 
admitted  that  statewide  PSROs  were  possible 
and  had  hinted,  off  the  record,  that  they  would 
not  allow  them.  The  AM  A believed  that  this 
option  should  be  open  to  the  profession  to  allow 
wide-range  methods  for  implementing  the  PSRO 
law.  It  believed,  also  that  the  federal  decision  in 
this  matter  should  be  made  known  long  before 
July  1,  so  that  those  state  associations  which  so 
wished,  could  explore  or  adopt  this  approach 
and  begin  the  planning  process.  To  demonstrate 
to  Congress  and  to  federal  officials  the  united 
interest  of  the  medical  profession  in  this  ques- 
tion, the  association  held  a one-day  conference 
in  Washington,  D.C.  on  Wednesday,  May  23, 
1973,  beginning  at  8:30  in  the  morning  and  last- 
ing all  day  for  representatives  of  interested  state 
medical  associations,  to  emphasize  the  profes- 
sion’s demand  for  a firm  answer  before  July  1, 
as  to  whether  or  not  statewide  PSROs  would  be 
available  as  an  option. 

Medical  society  representatives  numbering  120 
from  39  state  medical  associations,  carried  their 
message  to  about  100  members  of  Congress.  We 
received  a generally  friendly  and  sympathetic 
reception  from  the  lawmakers.  Many  senators 
and  representatives  said  they  would  communicate 
the  state’s  position  to  HEW  scretary  Caspar 
Weinberger.  Anticipating  the  visits  by  state  soci- 
eties, Senator  Wallace  Bennett  (R  for  Utah), 
author  of  the  PSRO  legislation,  wrote  letters  to 
fellow  senators,  outlining  his  opposition  to  the 
statewide  administrative  approach  prior  to  our 
arrival. 

HEW  officials  met  with  state  society  repre- 
sentatives following  the  visits  with  the  lawmak- 
ers, expressed  their  intention  to  be  flexible  in 
the  kinds  of  programs  that  will  qualify.  William 
I.  Bauer,  M.D.,  director  of  HEW’s  PSRO  office, 
and  Henry  E.  Simmons,  M.D.,  deputy  assistant 
secretary  for  health,  said  the  intent  of  the  law 
is  that  statewide  PSROs  will  be  limited  to  states 


with  small  populations.  They  conceded  that  the 
law  itself  does  not  make  this  distinction.  In  re- 
sponse to  a question  as  to  whether  an  organiza- 
tion in  a large  state  with  several  reviewing  dis- 
tricts would  qualify  as  an  overall  administrative 
unit,  Dr.  Bauer  said  that  it  could.  Dr.  Simmons 
said  that  the  object  is  to  develop  systems  in 
which  all  physicians  in  the  area  have  a voice  in 
PSRO  and  that  a number  of  administrative  ap- 
proaches might  qualify. 

Some  specifics  emerged  from  the  general  ses- 
sion with  the  PSRO  office  representatives  and 
some  others  emerged  subsequently.  The  member- 
ship of  the  national  PSRO  council  has  been 
appointed  and  Monte  DuVal  is  one  of  the  mem- 
bers. Regional  meetings  with  state  medical  and 
political  leadership  probably  will  provide  states 
additional  opportunities  to  reiterate  their  desire 
for  local  or  statewide  PSROs  as  they  choose. 
Dr.  Bauer’s  department  is  not  yet  equipped  to 
handle  applications  for  PSROs;  however,  he  sug- 
gested that  it  may  be  a good  idea  to  get  an 
application  on  file.  The  United  Medical  Care 
Foundations  of  Arizona,  already  has  indicated 
in  a letter  to  Dr.  Bauer  its  desire  to  become  a 
PSRO  for  the  state  of  Arizona.  Area  designations 
will  probably  not  be  made  until  mid  November. 
All  PSRO  designations  will  not  be  announced  at 
one  time.  Instead,  periodic  announcements  of 
PSRO  designees  will  be  made.  Finally,  probably 
three  years  will  be  required  to  write  the  reg- 
ulations. 

We  intend  to  make  additional  contacts  with 
our  congressional  delegation  in  support  of  our 
position.  One  important  thing  to  understand  is 
that  our  objective  is  not  to  do  peer  review  at 
a state  level  except  at  the  request  of  the  local 
PSRO.  We  strongly  believe  that  this  peer  review 
should  be  done  at  the  local  level  just  as  Senator 
Bennett  does;  however,  we  do  believe  that  the 
United  Foundation  approach  as  an  umbrella 
agency  at  the  state  level,  has  advantages  with 
respect  to  educational,  administrative  and  co- 
ordinating functions. 

The  really  important  thing  at  this  point  is  that 
the  state  remain  united  with  regard  to  its  ap- 
proach to  professional  standards  review.  Au- 
tonomy with  respect  to  peer  review  at  the  local 
levl  is  a must.  Coordination  and  available  arbi- 
tration in  educational  facilities  at  the  state  level, 
seem  equally  important.  Let  us  all  unite  in  our 
effort  to  bring  successful  professional  standards 
review  under  the  law  to  Arizona! 
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MEDICAL  ONCOLOGY 


A joint  section  of  Hematology  and  Oncology 
was  created  in  the  Department  of  Internal 
Medicine  at  the  University  of  Arizona  College 
of  Medicine  in  June,  1972.  The  addition  of 
Medical  Oncology  to  the  traditional  specialty 
activities  in  Hematology  is  in  clear  recognition 
of  the  now  firmly  established  but  still  new  field 
of  Medical  Oncology.  The  importance  of  this 
specialty  has  recently  been  recognized  by  the 
American  Board  of  Internal  Medicine,  which 
will  offer  its  first  certification  examinations  in 
Medical  Oncology  this  year.  Because  cancer 
knows  no  boundaries  between  specialties,  the 
trained  medical  oncologist  works  very  closely 
with  diagnosticians  and  therapists  in  a variety  of 
disciplines,  including  surgery,  gynecology,  pedi- 
atrics, pathology  and  radiation  oncology;  and 
the  development  of  multi-disciplinary  and  adju- 
vant programs  offers  tremendous  potential  for 
future  progress  in  the  fight  against  cancer. 

Dr.  Sydney  Salmon,  Associate  Professor  of 
Internal  Medicine  and  Chief  of  the  Section  of 
Hematology  and  Oncology,  joined  the  faculty  of 
the  College  of  Medicine  one  year  ago.  Dr. 
Salmon  is  a Tucsonan,  who  graduated  from  the 
University  of  Arizona  in  1958,  and  most  recently 
had  been  on  the  faculty  of  the  University  of 
California,  San  Francisco,  for  five  years  before 
returning  to  his  home  state.  Drs.  Stephen  Jones, 
Brian  Durie,  Alexander  Woods,  William  Denny, 


and  Oscar  Thorup  are  other  faculty  members  in 
the  Section.  Drs.  Jones  and  Durie  both  joined 
the  Section  within  the  past  year,  having  come 
from  Stanford  University  and  the  Mayo  Clinic, 
respectively.  In  addition  to  being  Section  mem- 
bers, Dr.  Denny  serves  as  Chief  of  Internal 
Medicine,  and  Dr.  Woods  as  Associate  Chief 
for  Research  and  Education  at  the  Tucson  Vet- 
erans’ Administration  Hospital,  while  Dr.  Thor- 
up serves  as  Chief  of  Medicine  at  University 
Hospital,  and  Head  of  the  Department  of  In- 
ternal Medicine. 

Hematology  and  Oncology  has  its  primary 
clinical  services  at  these  hospitals,  but  has  estab- 
lished close  collaborative  relationships  with 
specialists  throughout  the  State.  Towards  this 
f*nd,  the  Section  has  initiated  major  programs  in 
tumor  kinetics,  tumor  immunology,  cancer 
chemotherapy  and  clinical  cancer  research.  The 
National  Cancer  Institute  has  recently  awarded 
approximately  $200,000  annually  in  support  for 
this  clinical  research  program.  The  chemotherapy 
component  has  initiated  a series  of  protocol  stud- 
ies at  the  University,  for  new  approaches  to 
evaluation  and  treatment  of  patients  with  lym- 
phoma, multiple  myeloma,  leukemia,  breast  and 
ovarian  carcinoma,  and  certain  other  tumors. 
Related  programs  study  immunotherapy.  Addi- 
tionally, the  Section  participates  in  the  South- 
west Cancer  Chemotherapy  Study  Group,  which 
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is  one  of  the  leading  cooperative  efforts  in  Can- 
cer Chemotherapy  in  the  United  States.  In  each 
of  these  programs,  the  University  group  en- 
deavors to  make  available  the  latest  advances  in 
cancer  treatment  to  patients  and  their  physicians 
throughout  the  State  of  Arizona. 

The  major  advances  in  Chemotherapy  have 
occurred  within  the  past  decade,  and  the  efficacy 
of  drug  combinations  has  only  come  into  focus 
within  the  past  few  years.  As  currently  known, 
cancer  is  a massive  cellular  disease;  even  in 
patients  with  an  “early”  diagnosis  of  a pea-sized 
breast  cancer,  over  1 billion  cancer  cells  are 
present,  while  in  hematologic  malignancies  such 
as  leukemia  and  myeloma,  over  1 trillion  cancer 
cells  are  present  in  the  body  at  the  time  of 
diagnosis.  Drug  combinations  have  synergistic 
cytotoxic  effects  on  tumor  cells  by  many  orders 
of  magnitude  — far  more  than  can  be  accom- 
plished with  any  presently  available  single  drug. 
This  combination  approach,  which  reduces  the 
likelihood  of  acquired  drug  resistance,  is  now 
curative  in  several  genital  tract  tumors,  and  in 
some  cases  of  Hodgkin’s  disease,  and  acute  leu- 
kemia, and  has  significantly  prolonged  useful 
life  expectancy  in  an  ever-widening  series  of 
tumors,  including  non-Hodgkin’s  Lymphomas, 
Multiple  Myeloma,  ovarian  Carcinoma  and 
Breast  Cancer.  The  current  optimism  is  due,  in 
part,  to  a series  of  extremely  promising  new 
investigational  drugs,  including  Adriamycin, 
Bleomycin,  and  Methyl-CCNU,  which  have  ex- 
tended the  range  of  disease  in  which  chemo- 
therapy is  beneficial.  The  use  of  BCG  is  a non- 
specific stimulant  of  human  tumor  immunity  has 
now  also  reached  the  stage  of  controlled  clinical 
trial.  Studies  involving  these  agents  in  various 
combinations  with  standard  drugs,  megavoltage 
radiotherapy  and  surgery  are  now  underway, 
and  will  play  an  important  role  in  cancer  man- 
agement in  Arizona. 


Letters  to  Editor 

J 

Editor 

Arizona  Medicine 
Dear  Doctor  Green: 

I am  editing  a book  on  notable  physicians 
and  their  faith. 

I am  interested  in  obtaining  contributors  who 
have  a special  knowledge  of  the  faith  and/or 
religion  of  one  or  more  notable  and  outstanding 
physicians.  I am  considering  such  physicians  as 
Sir  William  Osier,  and  Sir  William  Fleming, 
however  the  notable  physicians  could  still  be 
alive. 

Anyone  interested  in  this  project  or  who 
would  suggest  renown  physicians  to  write  about 
may  contact  me  at  the  following  address: 
Claude  A.  Frazier,  M.D. 

4-C  Doctor’s  Park 
Asheville,  NC  28801 

Thanking  you  in  advance,  I remain 
Sincerely, 

Claude  A.  Frazier,  M.D. 
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Topics  Of  ^ 
Current 

Medical  Interest  J 

USE  OF  PHYSICIAN'S  NAME  IN 
COMMERCIAL  ADVERTISING 

From  time  to  time  in  the  past  physicians  have 
permitted  the  use  of  their  names  in  commercial 
advertisements.  It  was  not  a widespread,  frequent 
or  accepted  practice. 

At  this  time  the  Council  sees  definite  evidence 
of  a break  with  ethical  tradition.  Commercial  ad- 
vertisement carrying  the  name,  photograph  and 
professional  appointments  of  physicians  are  con- 
spicuous in  both  public  and  professional  peri- 
odicals. 

Regardless  of  disclaimers  and  alleged  educa- 
tional claims  for  the  ad,  the  intent  of  using  a 
physician’s  name  and  photograph  in  an  adver- 
tisement is  simply  to  draw  attention  to  the  ad. 
The  physician  who  permits  his  name  and  photo- 
graph to  be  so  used  is  permitting  himself  and 
his  profession  to  be  exploited. 

The  Judicial  Council  has  previously  stated 
that  it  is  demeaning  to  the  medical  profession 
for  the  physician  to  permit  the  use  of  his  name 


and  professional  status  in  the  promotion  of  com- 
mercial enterprises.  Out  of  respect  for  his  pro- 
fession, a physician  should  not  allow  his  name 
or  the  prestige  of  his  professional  status  as  a 
physician  to  be  used  in  the  promotion  of  com- 
mercial enterprises. 

To  the  extent  that  the  facts  of  a particular  case 
indicate  that  the  honor  and  dignity  of  the  pro- 
fession are  denigrated  then  charges  of  conduct 
contrary  to  Section  4 of  the  Principles  of  Med- 
ical Ethics  should  be  brought  before  and  fully 
reviewed  by  the  ethics  committee  of  the  physi- 
cian’s component  medical  society. 

Circumstances  will  suggest  and  facts  disclose 
whether  some  consideration  of  value  was  given 
the  physician  for  the  use  of  his  name  and  photo- 
graph by  the  advertiser.  Circumstances  will  indi- 
cate the  purpose  of  the  advertisement. 

In  view  of  the  proliferation  of  advertising  of 
this  nature,  the  Judicial  Council  reaffirms  its 
opinion: 

It  is  demeaning  to  the  medical  profes- 
sion for  a physician  to  permit  the  use 
of  his  name  and  professional  status  in 
the  promotion  of  commercial  enter- 
prises. A physician  may  freely  engage 
in  business  ventures  outside  the  practice 
of  medicine.  However,  out  of  respect 
for  his  profession,  he  should  not  allow 
his  name  or  the  prestige  of  his  profes- 
sional status  as  a physician  to  be  used 
in  the  promotion  of  commercial  enter- 
prises. 

In  conclusion,  the  Council  condemns  as  un- 
ethical the  action  of  the  physician  who  is  found 
to  place  personal,  selfish,  financial,  or  venal 
interests  ahead  of  the  high  ideals  of  the  medical 
profession.  The  Council  wishes  to  call  this  re- 
affirmation of  its  opinion  to  the  attention  of  all 
physicians  and  to  all  ethical  medical  publications. 

Adopted  by  the  AM  A Judicial  Council, 

April  28,  1973 
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FEDERATION  NEWS 


FDA  ANNOUNCES  GUIDELINES  FOR  PROPER 
LABELING  OF  ACUPUNCTURE  DEVICES  FOR 
INVESTIGATIVE  USE 

The  Office  of  Medical  Devices  of  the  Food 
and  Drug  Administration  called  a limited 
conference  in  Washington,  D.C.,  in  Septem- 
ber 1972,  inviting  representatives  from  a 
number  of  professional  organizations  con- 
cerned with  acupuncture.  The  Federation 
was  represented  at  that  conference,  and  a 
preliminary  discussion  of  the  conclusions 
reached  during  that  day-long  session  was 
printed  in  the  November  1972  Bulletin. 

Reflecting  FDA's  official  position  in  re- 
gard to  the  labeling  of  acupuncture  devices, 
the  following  statement— printed  as  a notice 
in  the  Federal  Register— clearly  indicates  the 
continued  classification  of  those  devices  as 
appropriate  only  for  investigational  use, 
under  the  direct  supervision  of  a licensed 
physician  or  dentist. 


Acupuncture  Devices  Labeling 

Notice  to  Manufacturers,  Packers  and  Distributors 

The  Commissioner  of  Food  and  Drugs  is  aware 
of  the  current  interest  in  the  United  States  sur- 
rounding the  use  of  acupuncture  needles,  stim- 
ulators, and  other  accessories  for  medical  pur- 
poses. Acupuncture  paraphernalia  are  being 
imported  into  this  country  and  are  also  being 
manufactured  domestically  for  various  medical 
uses,  including  the  treatment  and  diagnosis  of 
serious  diseases,  anesthesia,  and  pain  relief. 
These  products  are  devices  and  must  comply 
with  all  applicable  provisions  of  the  Federal 
Food,  Drug,  and  Cosmetic  Act. 

It  is  the  position  of  the  Food  and  Drug  Ad- 
ministration that  the  safety  and  effectiveness  of 
acupuncture  devices  have  not  yet  been  estab- 
lished by  adequate  scientific  studies  to  support 
the  many  and  varied  uses  for  which  such  devices 
are  being  promoted,  including  uses  for  analgesia 
and  anesthesia.  Although  various  theories  have 
been  advanced  as  to  how  medical  results  can  be 
Federal  Register,  Vol.  38,  No.  46— Friday,  March  9,  1973. 
obtained  through  the  use  of  acupuncture,  none 
has  been  proved  or  generally  accepted,  and  there 
is  a body  of  scientific  opinion  which  questions 
the  safety  and  effectiveness  of  acupuncture  in 
many  of  the  uses  for  which  it  is  now  being 
applied. 

Under  the  Federal  Food,  Drug,  and  Cosmetic 
Act,  all  devices  must  be  properly  labeled  to  be 
in  compliance  with  the  law.  Devices  which  are 
not  safe  for  use  by  the  laity,  or  for  which  ade- 
quate directions  cannot  be  written  for  safe  use 
by  the  laity,  must  be  labeled  as  prescription  de- 
vices and  must  be  accompanied  by  labeling 
which  provides  the  prescribing  practitioner  with 
adequate  directions  for  their  safe  and  effective 
use.  Because  the  safety  and  effectiveness  of  acu- 
manufacturer,  packer,  or  distributor. 
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puncture  devices  have  not  yet  been  adequately 
demonstrated,  and  labeling  therefore  cannot  be 
devised,  which  would  provide  adequate  direc- 
tions for  safe  and  effective  use,  they  may  not  be 
labeled  in  accordance  with  the  requirements  for 
prescription  devices  as  stated  in  21  CFR  1.106 

(d).  Until  evidence  is  obtained  demonstrating 
that  acupuncture  is  a safe  and  effective  medical 
technique,  acupuncture  devices  must  be  limited 
to  investigational  or  research  use. 

Current  Food  and  Drug  Administration  reg- 
ulations do  not  contain  specific  provisions  gov- 
erning the  shipment  of  investigational  devices  in 
interstate  commerce  for  clinical  research  or  ex- 
perimental use.  The  Commissioner  of  Food  and 
Drugs  is  aware  of  the  need  for  such  regulations 
to  provide  adequate  guidance  as  to  the  labeling 
for  experimental  devices  to  be  used  on  human 
beings.  Therefore,  the  Commissioner  intends  to 
publish  at  a later  date  proposed  regulations 
which  would  govern  all  investigational  devices. 
In  the  interim,  this  notice  will  apply  to  all  acu- 
puncture devices. 

In  order  to  establish  guidelines  under  which 
manufacturers,  packers,  and  distributors  can 
properly  label  acupuncture  devices  for  investiga- 
tional use,  the  Food  and  Drug  Administration 
met  on  September  22,  1972,  with  individuals 
concerned  with  the  use  of  acupuncture  in  the 
United  States.  These  included  representatives 
of  the  States  of  California  and  New  York,  the 
city  of  New  York,  the  American  Society  of 
Anesthesiologists,  the  National  Institutes  of 
Health,  the  Federation  of  State  Medical  Boards, 
the  American  Medical  Association,  medical  prac- 
titioners, and  the  Food  and  Drug  Administration 
Medical  Device  Advisory  Committee.  It  was 
the  consensus  of  this  group  that  acupuncture 
devices  should  be  restricted  to  investigational  use 
by  licensed  practitioners  and  that  the  labeling 
for  these  devices  should  include  this  restriction 
in  addition  to  other  information. 

Accordingly,  the  Commissioner  of  Food  and 
Drugs  concludes  that  until  substantial  scientific 
evidence  is  obtained  by  valid  research  studies 
supporting  the  safety  and  therapeutic  usefulness 
of  acupuncture  devices,  the  Food  and  Drug 
Administration  will  regard  as  misbranded  any 
acupuncture  device  shipped  in  interstate  com- 
merce if  the  following  information  does  not 
appear  in  the  labeling: 

(a)  The  name  of  the  device. 

(b)  The  name  and  place  of  business  of  the 


(c)  An  accurate  statement  of  the  quantity  of 
the  contents. 

(d)  The  composition  of  the  device  and  whether 
it  is  sterile,  nonsterile,  reusable,  or  disposable. 

(e)  The  dimension  or  other  pertinent  physical 
characteristics  of  the  device. 

(f)  The  following  statement:  “Caution:  Experi- 
mental device  limited  to  investigational  use  by 
or  under  the  direct  supervision  of  a licensed 
medical  or  dental  practitioner.  This  device  is  to 
be  used  only  with  informed  consent  under  con- 
ditions designed  to  protect  the  patient  as  a re- 
search subject,  where  the  scientific  protocol  for 
investigation  has  been  reviewed  and  approved 
by  an  appropriate  institutional  review  commit- 
tee, and  where  conditions  for  such  use  are  in 
accordance  with  State  law.” 

Instructions  for  the  use  of  the  device  for  the 
purpose  for  which  it  is  being  investigated  and, 
to  the  extent  such  information  is  known,  any 
human  hazards,  contraindications,  precautions, 
or  side  effects  associated  with  its  use,  should  be 
provided  to  researchers  and  investigators.  The 
Food  and  Drug  Administration,  however,  will 
regard  as  misbranded  any  acupuncture  device 
shipped  in  interstate  commerce  if  accompanied 
by  claims  of  diagnostic  or  therapeutic  effective- 
ness. 

Pending  promulgation  of  separate  regulations 
for  conducting  clinical  investigations  of  investiga- 
tional devices,  researchers  and  investigators  shall 
assure  adequate  informed  consent  and  institu- 
tional committee  review  for  such  investigations, 
utilizing  as  a guideline  the  standards  established 
for  investigational  drugs  in  21  CFR  130.37  and 
in  Division  10,  unit  C of  form  FD-1571,  in  21 
CFR  130.3  (a)(2). 

Dated:  February  21,  1973. 

Sherwin  Gardner 

Deputy  Commissioner  of  Food 

and  Drugs 

In  addition,  the  director  of  the  Office  of  Medical 
Devices,  Office  of  the  Associate  Commissioner  for  Med- 
ical Affairs  at  FDA,  emphasized  in  a letter  accompany- 
ing the  “notice”  in  the  Federal  Register: 

The  following  statement  must  appear  in  the  labeling: 
“Caution:  Experimental  device  limited  to  investigational 
use  by  or  under  the  direct  supervision  of  a licensed 
medical  or  dental  practitioner.  This  device  is  to  be  used 
only  with  informed  consent  under  conditions  designed 
to  protect  the  patient  as  a research  subject,  where  the 
scientific  protocol  for  investigation  has  been  reviewed 
and  approved  by  an  appropriate  institutional  review 
committee,  and  where  conditions  for  such  use  are  in 
accordance  with  state  law.”— -Ed. 
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Medical  History 


THE  PANAMA  CANAL  COMES 
TO  SAGAMORE  HILL 


DRY  GULCH  JAKE 


This  obscure  sidelight  in  the  building  of  the 
Canal  was  releated  by  Roosevelt’s  biographer 
of  the  Sagamore  Hill  Days.1  This  decision  made 
by  T.  R.,  decided  the  fate  of  the  canal  project. 
Hagedorn,  the  biographer  provides  this  minuette 
of  medical  history  and  the  following  description 
is  entirely  his: 

“The  effort  to  build  the  Canal  bogged  down. 
The  Isthmian  Canal  Commission,  which  had 
been  set  up  by  Congress,  to  direct  the  work,  had 

1.  The  Roosevelt  Family  of  Sagamore  Hill,  by  Herman 
Hagedorn,  the  MacMillan  Company,  1954.  Page  239-242. 


proved  ineffective,  and  the  President  had  over- 
hauled it,  appointing  a veteran  railroad-builder, 
Theodore  T.  Shonts,  Chairman,  with  absolute 
authority.  Shonts  had  come  to  Sagamore  Hill 
asking,  as  the  first  point  in  his  program,  dis- 
missal of  the  chief  sanitation  officer  on  the  Isth- 
mus, Major  William  C.  Gorgas.  Gorgas  was 
following  the  Walter  Reed  theory  of  yellow 
fever  and  “doing  nothing.”  Shonts  said,  “to  clean 
up  Colon  and  Panama  City”  Gorgas  must  go. 
The  Secretary  of  War  agreed.” 

“The  President  was  in  a quandary.  He  had 
followed  Reed’s  experiments  in  Cuba  with  ab- 
sorbed interest,  and  in  spite  of  a vocal  faction 
of  the  Medical  Corps  which  insisted  that  the 
general  clean-up  of  Havana  and  not  the  destruc- 
tion of  the  mosquitos  was  responsible  for  the 
conquest  of  Yellow  Fever,  was  inclined  to  be- 
lieve that  Reed’s  theory  had  proved  itself.  But 
here,  the  President  recognized,  was  his  promise 
to  Shonts  to  give  him  a free  hand.  Shonts  was  a 
big  man  who  was  not  to  be  trifled  with.” 

“He  did  what  he  was  always  inclined  to  do 
when  in  doubt.  He  sent  for  a personal  friend 
who  had  no  axe  to  grind  and  a week  later, 
Doctor  Alec  Lambert  was  in  the  study  at  Saga- 
more Hill.  They  were  life  long  friends  and  en- 
joyed the  confidence  of  one  another.  Roosevelt 
got  to  the  point  immediately:  “Shonts  tells  me 
that  Gorgas  is  a failure,  spending  all  his  time 
oiling  pools,  trying  to  kill  mosquitos  and  doing 
nothing  about  the  filth  and  smells  of  Colon  and 
Panama  City.” 

“Smells  and  filth,  Mr.  President,”  Lambert  de- 
clared, “have  nothing  to  do  with  either  Malaria 
or  Yellow  Fever.”  Mosquitos  were  the  imps  of 
destruction  and  must  be  exterminated  if  the 
disease  were  to  be  eradicated.  “It  is  for  you,  Mr. 
President,  to  choose  between  the  old  methods 
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ArMA  Reports 


and  the  new.  You  can  back  the  old  idea  and 
clean  out  the*  smells  and  see  your  workmen  die 
of  malaria  and  yellow  fever;  or  you  could  clean 
up  your  puddles  and  kill  the  mosquitos,  and, 
after  you've  done  that,  clean  up  the  Canal  Zone 
by  the  ordinary  sanitary  methods.  If  you  do  this 
you  will  have  a healthy  personnel  w ith  which  to 
build  your  Canal." 

“Lambert  further  pointed  out  the  failure  of  the 
French  Company  under  de  Lesseps  and  the  ex- 
perience of  his  own  uncle,  seeing  five  hundred 
young  French  engineers  come  to  work  in  the 
Panama  Swamp  and  die  to  the  last  man  before 
their  first  payday.  Napoleon  had  sold  Louisiana, 
he  pointed  out.  because  his  army  in  Santo 
Domingo  had  been  annihilated  by  Yellow  Fever. 
Gorgas  was  right.  There  was  only  one  way  of 
controlling  Yellow  Fever  and  Malaria  and  that 
was  by  eradicating  the  mosquitos.” 

Lambert  further  stated  “I  am  sorry  for  you 
tonight,  Mr.  President,  you  are  facing  one  of  the 
greatest  decisions  of  your  career.  You  must 
choose  between  Shouts  and  Gorgas.  If  you  fall 
back  on  the  old  methods  of  sanitation  you'll  fail, 
just  as  the  French  failed.  If  you  back  up  Gorgas 
and  his  ideas,  and  let  him  pursue  his  campaign 
against  the  mosquitos,  you  will  get  your  Canal. 
And  you  must  choose  tonight  whether  or  not 
you  are  going  to  build  it." 

The  President  responded  quietly,  “It’s  queer, 
I never  appreciated  before  how  essential  it  was 
but  I do  now.”  “By  George,"  he  added,  suddenly 
his  natural  self  again,  “I’ll  back  up  Gorgas  and 
see  it  through.” 

And  so  the  Panama  Canal  descended  from 
Sagamore  Hill,  Gorgas  eradicated  the  mosquitos, 
the  Engineers  built  the  canal  and  this  little 
known  incident  of  a vital  decision  was  guided 
by  a knowledgeable  physician. 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 

MEDICAL  EDUCATION  COMMITTEE 

Meeting  of  the  Medical  Education  Committee  of  the 
Arizona  Medical  Association,  Inc.,  held  at  810  W.  Beth- 
any Home  Road,  Phoenix,  Arizona,  on  Thursday,  April 
19,  1973,  a quorum  being  present,  convened  at  7:31 
p.m.,  Robert  E.  T.  Stark,  M.D.,  Chairman,  presiding. 

INTRODUCTION  OF  NEW  MEMBER 

Dr.  Stark  introduced  Dr.  Novak,  University  of  Arizona, 
College  of  Medicine,  as  the  ex-officio  member  of  the 
Committee  from  the  faculty  of  the  College  of  Medicine, 
University  of  Arizona. 

MINUTES 

The  minutes  of  the  meeting  held  February  22,  1973, 
were  approved  as  distributed. 

SECTION  ON  ACCREDITATION 

Dr.  Sheeley  informed  the  Committee  that  the  Section 
on  Accreditation  had  surveyed  the  Good  Samaritan  Hos- 
pital and  the  Maricopa  County  General  Hospital  on 
March  14th  for  accreditation  of  their  continuing  medical 
education  activities.  The  following  were  the  survey  team 
members: 

Good  Samaritan  Hospital 

William  F.  Sheeley,  M.D.,  Chairman 

Raymond  j.  Jennett,  M.D. 

Dermont  W.  Melick,  M.D. 

Donald  W.  Petit,  Observer  from  AMA 

Maricopa  County  General  Hospital 

Robert  E.  T.  Stark,  M.D.,  Chairman 

Melvin  L.  Cohen,  M.D. 

Albert  G.  Wagner,  M.D. 

Rutledge  W.  Howard,  M.D.,  Observer  from  AMA 

The  reports  of  each  survey  team  were  reviewed  by 
the  Section  on  Accreditation  during  meeting  held  April 
19,  1973  and  reviewed  by  the  Medical  Education  Com- 
mittee. The  Section  on  Accreditation  makes  the  following 
recommendation: 

It  was  moved  and  carried  to  recommend  to  the  Med- 
ical Education  Committee  that  Good  Samaritan  Hospital 
be  accredited  for  its  continuing  medical  education  activ- 
ities for  a period  of  two  years,  and  that  the  Good 
Samaritan  Hospital  be  resurveyed  at  the  end  of  that 
period  of  time;  further,  that  the  survey  team  report, 
including  the  recommendations,  be  forwarded  to  the 
institution. 

It  was  moved  and  carried  to  recommend  to  the  Med- 
ical Education  Committee  that  Maricopa  County  General 
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Hospital  be  accredited  for  its  continuing  medical  educa- 
tion activities  for  a period  of  two  years,  and  that  the 
Maricopa  County  General  Hospital  be  resurveyed  at  the 
end  of  that  period  of  time;  further,  that  the  survey  team 
report,  including  the  recommendations,  be  forwarded  to 
the  institution. 

It  was  moved  and  carried  that  the  Medical  Education 
Committee  accredit  the  Good  Samaritan  Hospital  for 
its  continuing  medical  education  activities  for  a period 
of  two  years,  and  that  the  Good  Samaritan  Hospital  be 
resurveyed  at  the  end  of  that  period  of  time;  further, 
that  the  survey  team  report,  including  the  recommenda- 
tions, be  forwarded  to  the  institution. 

It  was  moved  and  carried  that  the  Medical  Education 
Committee  accredit  the  Maricopa  County  General  Hos- 
pital for  its  continuing  medical  education  activities  for 
a period  of  two  years,  and  that  the  Maricopa  County 
General  Hospital  be  resurveyed  at  the  end  of  that  period 
of  time;  further,  that  the  survey  team  report,  including 
the  recommendations,  be  forwarded  to  the  institution. 

MEDICAL  EDUCATION  COMMITTEE 
EXHIBIT 

I3r.  Stark  reported  that  the  exhibit  during  the  Annual 
Meeting  of  the  Association  next  week  had  been  prepared 
by  Mr.  Lew  Riggs  on  the  staff  of  the  Regional  Medical 
Program  and  that  members  of  the  Committee  had  been 
scheduled  to  cover  the  exhibit  on  half-day  sessions. 

RESOLUTIONS 

Arthur  R.  Nelson,  M.D.  was  invited  to  attend  the 
meeting  to  discuss  Resolution  #9-73  introduced  by  him 
to  the  82nd  Annual  Meeting  of  the  Association.  Consid- 
erable discussion  ensued. 

It  was  determined  that  the  Medical  Education  Com- 
mittee would  receive  Resolution  #9-73  for  information 
only.  Members  of  the  Committee  wishing  to  discuss  this 
resolution  were  encouraged  to  be  present  during  the 
Reference  Committee  hearings  on  Wednesday,  April 
25th. 

REQUEST  FOR  ALTERNATIVES  FOR 
CONTINUING  MEDICAL 
EDUCATION  REQUIREMENTS 

Letters  were  received  from  two  physicians  requesting 
exceptions  or  alternatives  in  the  continuing  medical 
education  requirements  for  continuing  membership  in 
the  Association  due  to  physical  handicaps.  Mr.  Barnett 
reported  that  staff  had  been  answering  inquiries  of  this 
nature  with  the  suggestion  that  the  individual  physician 
report  their  continuing  medical  education  activities  June 
30,  1974  as  required  with  a letter  explaining  the  reason 
for  not  participating  in  the  required  program.  It  was 
determined  to  continue  this  procedure. 

PHASE-OUT  OF  REGIONAL  MEDICAL 
PROGRAM 

Dr.  Sattenspiel  reported  that  Drs.  Jennett  and  Stark 
joined  him  in  a visit  with  Dr.  DuVal  to  discuss  the 
continuation  of  the  continuing  medical  education  proj- 


ects currently  with  the  Arizona  Regional  Medical  Pro- 
program, Thursday,  March  15,  1973,  as  determined  dur- 
ing the  last  meeting.  Dr.  Sattenspiel  reported  that  the 
trip  was  very  successful  and  that  Dr.  DuVal  assured 
them  that  the  College  of  Medicine  would  continue  the 
continuing  medical  education  activities  of  the  Arizona 
Regional  Medical  Program  when  it  was  phased  out. 

Meeting  adjourned  9:35  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

EXECUTIVE  COMMITTEE 

The  meeting  of  the  Executive  Committee  of  the 
Arizona  Medical  Association,  Inc.,  held  Tuesday,  April 
24,  1.973,  at  the  Lanai  Room  of  the  Safari  Hotel,  4601 
North  Scottsdale  Road,  Scottsdale,  Arizona,  convened  at 
7:12  a.m.,  John  J.  Standifer,  M.D.,  President  and  Chair- 
man, presiding. 

MINUTES 

The  minutes  of  the  meeting  held  February  24,  1973, 
were  approved  as  distributed. 

TRAVELERS  INSURANCE  COMPANIES 

Mr.  Zacearo  reviewed  in  depth  the  condition  of  the 
ArMA/Travelers  program.  Copies  of  the  detailed  report 
are  on  file  in  the  Association  office. 

AMERICAN  ARBITRATION 
ASSOCIATION 

The  subject  organization’s  request  that  we  participate 
in  an  educational  program  on  arbitration  of  hospital  and 
medical  malpractice  disputes  in  Arizona  was  discussed. 

It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  that  we  participate  in  such  a program  sub- 
ject to  approval  of  the  Travelers  Insurance  Companies. 

COMMUNITY  HOME  CARE 
SERVICES 

It  was  moved  and  carried  to  provide  space  in  the 
Association’s  building  for  the  use  of  the  Community 
Home  Care  Services  Organization,  with  the  understand- 
ing that  there  will  be  no  expense  to  the  Association. 

BOARD  OF  DIRECTORS 

The  Committee  reviewed  the  Board  of  Directors 
agenda  for  4/24/73  and  prepared  several  recommenda- 
tions. 

COMMUNICATIONS 

Rick  DeMont 

The  AMA’s  letter  of  4/3/73  referring  the  Rick  De- 
Mont  matter  to  the  AMA  Committee  on  Medical  Aspects 
of  Sports  was  received. 

Maricopa  County  Medical  Society 

Dr.  Crisp’s  letter  of  4/13/73  requesting  reimburse- 
ment for  collecting  ArMA  dues  was  referred  to  the 
Board  of  Directors. 

The  Gerard  B.  Lambert  Awards 

George  Gallup’s  letter  of  4/13/73  from  the  subject 
organization  was  reviewed.  It  was  recommended  that 
Dr.  Wagner  be  approached  regarding  submitting  the 
Community  Home  Care  Services  idea. 
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OTHER  BUSINESS 

W/A  Mailing  List 

It  was  agreed  to  provide  and  maintain  the  W/A  mail- 
ing list  for  them. 

Arizona  Pharmaceutical  Association 

The  subject  organization’s  request  for  a representative 
to  serve  on  a seven-member  Certification  Committee  for 
Extended  Care  Facilities  was  discussed.  Drs.  Deward 
Moody  and  Noel  Smith  were  recommended. 

Meeting  adjourned  8:38  a.m. 

Edward  Sattenspiel,  M.D. 
Secretary 


BOARD  OF  DIRECTORS 

The  meeting  of  the  Board  of  Directors  of  the  Arizona 
Medical  Association,  Inc.,  held  in  the  French  Quarter 
of  the  Safari  Hotel,  4601  N.  Scottsdale  Road,  Scottsdale, 
Arizona,  April  24,  1973,  a quorum  being  present,  con- 
vened at  9:04  a.m.,  John  J.  Standifer,  M.D.,  President, 
and  Chairman,  presiding. 

WELCOME 

Dr.  Standifer  extended  a welcome  to  the  many  guests. 

MINUTES 

The  minutes  of  the  meeting  held  February  25,  1973, 
were  approved  as  distributed. 

TRAVELERS  INSURANCE  COMPANIES 

John  Teahan,  M.D.,  Assistant  Medical  Director,  Trav- 
elers Insurance  Companies,  reviewed  the  procedure  used 
in  processing  malpractice  claims  throughout  the  country, 
and  particularly  in  Arizona. 

He  stated  that  in  1972  they  reviewed  33  malpractice 
cases  from  Arizona,  25  involved  physicians,  5 involved 
hospitals  and  3 involved  other  health  providers.  Of  the 
25  physician  cases,  we  found  that  8 had  no  credibility, 
2 constituted  negligence,  but  the  amounts  involved  were 
so  insignificant  that  they  were  not  felt  to  be  a major 
problem.  There  were  8 cases  where  there  appeared  to 
be  significant  negligence,  four  of  these  8 were  settled. 
Th  other  four  are  pending. 

So  far  in  1973,  we  have  seen  21  cases,  which  is  not 
surprising,  as  when  the  program  gets  older  you  expect 
this  type  of  increase.  None  of  the  1973  cases  have  been 
settled,  but  we  feel  there  is  possigle  negligence  in  9,  no 
negligence  in  7,  and  in  3 cases  probably  negligence 
exists.  In  the  other  2,  more  information  is  needed. 

All  of  these  cases  are  evaluated  locally,  as  well  as  in 
the  Hartford  office  of  Travelers. 

ArMPAC  BOARD  OF  DIRECTORS 

Dr.  Langston  reported  that  the  Political  Action  Com- 
mittee movement  has  matured  over  the  past  twelve  years. 
It  appears  that  many  of  the  early  problems  have  been 
solved  and  that  currently  we  are  entering  a phase  where- 
in we  have  a closer  relationship  with  ArMA.  More  of 
the  administrative  work  will  be  handled  by  the  Asso- 
ciation staff,  which  will  be  very  helpful  and  efficient. 
Three  of  the  ArMPAC  Board  are  currently  members  of 
the  ArMA  Board  of  Directors.  Dr.  Langston  urged 
greater  “sustaining”  membership  at  $100.00  per  year 
instead  of  the  regular  $20.00  per  year  contribution. 

BOARD  OF  DIRECTORS 

1973-74  Meeting  Schedule 

It  was  moved  and  carried  to  adopt  the  following 
schedule  for  the  comming  year: 


Board  of  Directors 

4/28/73 

7/22/73  7/21/73 

9/16/73  9/15/73 

11/25/73  11/24/73 

2/17/74  2/16/74 

4/23/74  - ANNUAL  MEETING  4/23/74 


Bomex  Nominees 

It  was  determined  to  refer  this  to  the  4/28/73  Board 
of  Directors  meeting. 

Bomex  Lease 

It  was  moved  and  carried  to  approve  the  Bomex  Lease 
renewal  as  follows: 

7/1/73  - 6/30/74  with  one  year  option  (7/1/74  - 

6/30/75)  at  $6,599.00  per  year  ($550.00  per  month  — 

$5.50  per  square  foot). 

Valley  National  Bank  Borrowing  Agreement 

It  was  moved  and  carried  to  approve  the  general 
borrowing  agreement  with  the  Valley  National  Bank  in 
the  amount  of  $97,000.00. 

Physician’s  Assistance  in  Arizona 

Mr.  Robinson  reported  that  a brochure  on  the  subject 
matter  had  been  printed  and  that  advance  copies  are 
available  during  the  annual  meeting.  He  pointed  out 
that  the  brochures  will  be  included  in  a general  mem- 
bership mailing  in  the  near  future.  — RECEIVED. 

EXECUTIVE  COMMITTEE 

Membership  Classification  Changes  Approved 

Maricopa  County  Medical  Society 

(a)  Earle  J.  Estes,  Jr.,  M.D.  — Active  to  Associate 
— Account  Illness  — Dues  Exempt  — Effective 
1/1/73. 

(b)  Robert  K.  Hilton,  M.D.  — Active  to  Active  over 
70  — Account  Age  — Dues  Exempt  — Effective 
1/1/73. 

(c)  Zdenka  A.  Hurianek,  M.D.  — Active  to  Active 
over  70  — Account  Age  — Dues  Exempt  — 
Effective  1/1/73. 

(d)  Perry  H.  Jacobs,  M.D.  — Active  to  Active  over 
70  — Account  Age  — Dues  Exempt  — Effective 
1/1/73. 

(e)  Earl  O.  Latimer,  M.D.  — New  Active  over  70 
— Account  Age  — Dues  Exempt  — Effective 
1/1/73. 

(f)  Augusto  Ortiz,  M.D.  — Active  to  Associate  — 
Account  Further  Training  — Dues  Exempt  — 
1/1/73. 

(g)  Oscar  W.  Thoeny,  M.D.  — Active  to  Active  over 
70  — Account  Age  — Dues  Exempt  — Effective 
1/1/73. 

Pima  County  Medical  Society 

(a)  Allan  Carter,  M.D.  — Active  to  Associate  — 
Account  Retirement  — Dues  Exempt  — Effective 
1/1/73. 

(b)  Donald  E.  Schell,  M.D.  — Active  to  Active  over 
70  — Account  Age  — Dues  Exempt  — Effective 
1/1/73. 

Pinal  County  Medical  Society 

(a)  Ward  Coffman,  M.D.,  Extension  of  time  to  pay 
dues  for  six  months  as  approved  by  Donald 
Lawrence,  M.D.,  Secretary,  Pinal  County  Med- 
ical Society. 
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FINANCE  COMMITTEE 

Dr.  Scott  reviewed  the  financial  statement  for  the 
period  ending  3/31/73.  — RECEIVED. 

LEGISLATIVE  COMMITTEE 

Status  Report 

Mr.  Barnett  reviewed  the  current  status  of  the  several 
bills  in  which  we  have  interest.  He  indicated  that  the 
Legislature  is  planning  to  adjourn  at  the  end  of  the 
first  week  in  May. 

Appointment  Confirmations 

It  was  moved  and  carried  to  confirm  the  appointments 
of  Stanford  F.  Farnsworth,  M.D.,  and  W.  Scott  Chisholm, 
Jr.,  M.D.,  as  members  of  the  Legislative  Committee. 
Acupuncture 

It  was  moved  and  carried  to  endorse  the  Board  of 
Medical  Examiners  statement  on  acupuncture,  as  follows: 

“Board  of  Medical  Examiners  — State  of  Arizona 
STATEMENT  ON  ACUPUNCTURE 

The  Arizona  Board  of  Medical  Examiners  wishes  to 
amplify  its  earlier  position  on  acupuncture  with  the 
following  statement: 

Although  acupuncture  has  been  an  important  part  of 
the  theory  and  practice  of  Oriental  medicine  for  several 
centuries,  its  concepts  and  uses  are  not  understood  by 
western  medicine;  only  recently  lias  it  been  considered  in 
the  United  States  for  its  potential  value.  Very  little 
scientific  literature  on  this  topic  has  been  published  in 
western  nations  or  even  in  China.  Because  of  the  lack 
of  understanding  by  western  medical  scientists,  and 
because  of  potential  harm  which  acupuncture  might 
produce  in  patients  for  whom  the  treatment  of  symptoms 
would  mask  a serious  or  perhaps  fatal  condition  other- 
wise amenable  to  treatment  aimed  at  the  cause,  the 
Arizona  Board  of  Medical  Examiners  has  concluded 
that,  at  this  time,  acupuncture  is  not  sufficiently  well 
understood  to  be  accepted  for  use  in  the  practice  of 
medicine  in  this  State.  The  board’s  position  has  been 
supported  by  the  College  of  Medicine  of  the  University 
of  Arizona  and  similar  positions  have  been  taken  by 
the  State  of  California,  the  State  of  New  York,  the 
United  States  Food  and  Drug  Administration  (FDA)  and 
The  National  Institutes  of  Health  (NIH). 

Acupuncture  has  been  used  for  three  primary  pur- 
poses: (1)  For  anesthesia  for  certain  surgical  procedures 
in  medicine  and  dentistry,  (2)  For  the  relief  of  chronic 
pain,  and  (3)  For  the  modification  of  organ  function. 
Some  information  already  is  being  accumulated  on  the 
first  two  of  these  uses,  but  very  little  is  known  of  the 
effects,  either  intended  or  unintended  (side  effects),  of 
acupuncture  on  modification  of  organ  function. 

For  these  reasons  the  board  announced  in  its  statement 
of  December  1,  1972,  and  now  reiterates,  that  administra- 
tion of  acupuncture  in  this  State  is  presently  an  experi- 
mental procedure.  Such  research  may  be  conducted  only 
in  an  institution  having  a committee  on  human  research, 
such  as  a medical  school  or  its  affiliated  hospitals,  by 
qualified  investigators  under  the  usual  limitations  im- 
posed on  human  experimentation.  The  investigational 
status  of  acupuncture  would  require,  for  example,  the 
signing  of  informed  consent  forms  by  a patient  prior  to 
the  administration  of  acupuncture,  and  the  review  of 
research  by  a peer  committee. 

It  should  be  emphasized  that,  within  the  requirements 
of  both  the  present  law  and  the  position  of  the  Arizona 


Board  of  Medical  Examiners,  patients  for  whom  acu- 
puncture may  be  indicated  may  receive  it  in  a research 
setting.  Patients  who  have  been  properly  examined  and 
referred  by  a physician  for  acupuncture  treatment,  when 
such  treatment  is  of  possible  value,  should  have  access 
to  acupuncture  treatment  administered  by  a qualified 
acupuncturist.  The  Arizona  Board  of  Medical  Exam- 
iners believes  that  properly  documented  treatment  of 
such  patients  will  constitute  important  research  evidence 
of  the  usefulness  of  acupuncture  in  a variety  of  clinical 
conditions. 

The  National  Institutes  of  Health  (NIH)  have  announc- 
ed that  grants  to  support  acupuncture  research  are  avail- 
able. The  Arizona  Board  of  Medical  Examiners  does 
encourage  qualified  institutions  to  undertake  the  study 
of  acupuncture  and  its  application  to  properly  selected 
patients.  The  Arizona  Board  of  Medical  Examiners  re- 
quests that  institutions  engaging  in  such  programs  report 
semi-annually  to  the  Board  its  progress  in  the  field  of 
acupuncture  research,  and  to  inform  the  Board  annually 
of  all  individuals  involved  in  such  research. 

As  the  Board  indicated  in  its  statement  of  December 
1,  acupuncture,  being  investigational  at  this  time,  may 
be  practiced  legally  in  Arizona  only  by  or  under  the 
direct  supervision  of  a physician  licensed  in  this  State 
and  in  a medical  research  institution.  The  Board  ad- 
heres to  this  position  and  will  initiate  no  action  against 
acupuncturists  who  have  been  deemed  qualified  by  the 
institutions  with  whom  they  become  associated  for  re- 
search purposes.  All  other  persons  practicing  acupuncture 
who  are  unlicensed  to  practice  medicine  in  the  State 
of  Arizona,  or  who  are  practicing  acupuncture  outside 
of  a recognized  research  facility,  are  doing  so  illegally.” 

MEDICAL  EDUCATION  COMMITTEE 

Mr.  Robinson  reported  that  Good  Samaritan  Hospital 
and  Maricopa  County  General  Hospital  have  both  been 
accredited  by  the  Medical  Education  Committee  for 
continuing  medical  education  activities  for  a period  of 
two  years.  — RECEIVED. 

PROFESSIONAL  COMMITTEE 

Methadone  Policy 

It  was  moved  and  carried  that  this  Association  support 
the  Arizona  State  Department  of  Health’s  statement  of 
policy  regarding  methadone,  which  reads  as  follows: 

"The  Arizona  State  Department  of  Health  is  the  desig- 
nated State  agency  responsible  for  monitoring  the  Fed- 
eral Food  and  Drug  Administration  regulations  regarding 
the  use  and  distribution  of  methadone.  These  regulations 
were  published  in  the  Federal  Register,  December  15, 
1972,  and  became  effective  March  15,  1973. 

The  Department  of  Health  subscribes  to  the  regula- 
tions and  agrees  with  F.D.A.  that  methadone  is  a danger- 
ous drug  of  high  abuse  potential  which  should  be  strictly 
regulated.  The  drug  is  recognized  as  a valid  tool  in  the 
therapeutic  treatment  of  heroin  addiction,  both  in  a 
maintenance  effort  and  in  a detoxification  effort.  How- 
ever, in  our  opinion  the  potential  for  methadone  misuse 
and  diversion  from  acceptable  programs  outweighs  its 
value  as  the  drug  of  choice  for  analgesia  for  use  in 
treatment  of  patients  in  severe  pain.  Therefore,  it  shall 
be  the  policy  of  the  State  Department  of  Health  that 
only  hospital  pharmacies  and  maintenance  programs  will 
be  approved  to  stock  methadone.  Hospital  pharmacies 
will  be  approved  to  stock  methadone  for  use  in  detox- 
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ification  or  temporary  maintenance  only.  Methadone 
shall  not  be  used  for  analgesia  except  in  very  rare  cases 
and  only  with  prior  approval  of  the  Commissioner  of  the 
State  Department  of  Health.  It  a physician  has  a patient 
or  patients  on  methadone  for  analgesia  on  March  15, 
1973,  and  wishes  to  continue  to  use  the  drug  he  must 
submit  to  the  ASDH  Commissioner,  through  his  hospital 
pharmacy,  the  following  information  in  writing:  (1) 

Patient  diagnosis;  (2)  Current  status  report  sufficient  to 
justify  the  continued  use  of  methadone  as  the  drug  of 
choice  for  analgesia;  (3)  Length  of  time  patient  has 
been  on  methadone;  (4)  Estimate  of  future  use;  (5) 
Dosage;  (6)  Statement  as  to  why  other  analgesics  cannot 
he  used.  The  same  application  procedure  should  be 
followed  in  any  case  in  which  methadone  is  desired  and 
the  patient  was  not  using  it  as  of  March  15,  1973. 

By  limiting  approval  to  stock  and  dispense  methadone 
to  acceptable  hospital  and  maintenance  programs  it  is 
hoped  that  the  misuse  of  the  drug  and  its  diversion  to 
the  street  markets  can  be  controlled." 

CORRESPONDENCE 

W/A  Letter  4/12/73 

The  following  letter  was  received  with  gratitude  from 
Mrs.  Thomas  B.  Jarvis,  President-Elect  of  the  W/A  to 
ArMA: 

“As  President  Elect  and  representative  of  over  1400 
doctors’  wives  throughout  the  state,  let  me  again  express 
our  thanks  for  your  generous  yearly  grant  of  $1,000.00. 

Next  year  will  be  one  of  challenge  to  the  many  talents 
of  the  Auxiliary.  Because  of  the  lack  of  Federal  Funds 
many  agencies  have  asked  for  our  assistance.  Specific- 
ally, Dr.  Kaufman  of  the  Migrant  Worker  Health  Pro- 
gram has  asked  us  to  concern  ourselves  with  the  prob- 
lems of  continuing  the  health  services  to  the  migrant 
worker.  This  problem  will  be  explored  for  possible  pro- 
grams in  which  we  could  assist.  The  Arizona  Department 
of  Economic  Security’s  Section  on  Aging  has  asked  for 
our  help  in  bringing  nutrition  programs  to  the  aged  in 
the  state.  Since  Arizona  has  a large  population  of  retired 
persons,  and  since  our  National  Auxiliary  has  focused 
attention  on  this  problem,  I have  encouraged  the  counties 
to  acquaint  themselves  with  the  programs  available  in 
their  areas.  Other  areas  of  emphasis  in  nutrition  will  be 
nutrition  for  young  people,  and  nutrition  and  food 
fadism.  Good  nutrition  is  good  preventative  medicine, 
and  we  will  attempt  to  bring  that  message  to  people 
throughout  the  state. 

AMA-ERF  has  become  increasingly  important  with 
the  lack  of  Federal  Education  Funds,  and  we  will  make 
extra  efforts  in  our  fund  raising  events.  With  the  new 
medical  school  we  have  another  reason  for  our  extra 
efforts.  Last  year  $11,049.68  was  raised  for  AMA-ERF 
in  the  state,  and  the  medical  school  granted  $64,000.00 
for  educational  loans. 

We  have  concerned  ourselves  with  an  educational 
program  in  Child  Carseat  Safety,  and  we  have  won 
national  awards  for  the  Maricopa  County  resuscitation 
placards.  These  placards  were  featured  in  Good  House- 
keeping magazine,  and  the  placards  are  now  being  sent 
nationwide. 

I will  be  an  official  delegate  to  the  AMA  meeting  in 
New  York  in  June,  and  I also  plan  to  attend  with  the 
President-Elect  the  Annual  WAMA  Fall  Conference  in 
Chicago.  The  Western  Regional  Workshop  in  Denver 


will  be  attended  by  myself,  the  President-Elect,  and 
five  other  committee  chairmen.  The  State  Workshop 
will  be  held  in  November  at  the  ArMA  building,  and  the 
information  received  from  the  above  meetings  will  be 
disseminated  to  the  membership. 

The  use  of  the  ArMA  building  has  given  the  Auxiliary 
a sense  of  continuity,  and  we  thank  the  Association  for 
allowing  us  to  have  our  meetings  and  workshops  there, 
and  for  the  use  of  the  equipment.  The  staff  has  been 
most  gracious  and  extremely  helpful.  Our  thanks  to  them. 

As  an  Auxiliary  we  appreciate  your  support  in  the 
past  and  hope  for  your  continued  support.  If  we  are 
able  to  assist  the  Association  in  any  way,  please  call 
on  us.” 

AMA  Letter  re:  Nominees  to  Committees  and  Councils 
It  was  determined  to  hold  this  item  for  the  4/28/73 
meeting  of  the  Board  of  Directors. 

OTHER  BUSINESS 

County  Society  Visitations 

Drs.  Dew,  Green,  Cloud  and  Standifer  reported  on 
meetings  that  they  had  had  with  various  county  societies 
since  the  last  Board  of  Directors  meeting.  It  was  rec- 
ommended that  this  program  be  continued. 

ArMA/BS  Survey 

Mr.  Robinson  reported  that  the  subject  survey  had 
been  completed  and  distributed  to  all  Delegates,  Alter- 
nate Delegates  and  members  of  the  Board  of  Directors. 
- RECEIVED. 

Maricopa  County  Medical  Society  Request  to  Be 
Compensated  for  Dues  Collection 

It  was  moved  and  carried  to  refer  this  matter  to  the 
Finance  Committee  for  their  recommendation. 

Arbitration  Seminar 

The  American  Arbitration  Association’s  request  that 
the  Association  participate  in  “an  educational  program 
on  arbitration  of  hospital  and  medical  malpractice  dis- 
putes in  Arizona’  was  discussed. 

It  was  moved  and  carried  to  participate  in  this  pro- 
gram, such  participation  subject  to  endorsement  of  the 
program  by  the  Travelers  Insurance  Companies. 
Meeting  adjourned  10:46  a.m. 

Edward  Sattenspiel,  M.D. 
Secretary 


BOARD  OF  DIRECTORS 

The  meeting  of  the  Board  of  Directors  of  the  Arizona 
Medical  Association,  Inc.,  held  in  the  Kudu  Room  of 
the  Safari  Hotel,  4601  N.  Scottsdale  Road,  Scottsdale, 
Arizona,  April  28,  1973,  a quorum  being  present,  con- 
vened at  12:41  pan.,  Philip  E.  Dew,  M.D.,  President  and 
Chairman,  presiding. 

WELCOME 

Dr.  Dew  welcomed  all  newly  elected  Board  members. 

COMMITTEE  APPOINTMENTS 

It  was  moved  and  carried  to  confirm  the  appointment 
of  the  following  committee  members.  (New  appoint- 
ments and  reappointments  are  preceded  by  an  asterisk. 
Others  are  previous  appointments  who  are  listed  here 
for  information  purposes.) 

ARTICLES  OF  INCORPORATION  & 

BYLAWS  (SPECIAL) 

“Charles  E.  Henderson,  M.D.,  Chairman  1973-74 

“Arnold  II.  Dysterheft,  M.D.  1973-74 
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1973-74 
1973-76 
1971-74 
1 973-76 


“William  W.  McKinley,  Jr.,  M.D.  1973-74 

“William  B.  Steen,  M.D.  1973-74 

“Clarence  E.  Yount,  Jr.,  M.D.  1973-74 

BENEVOLENT  & LOAN  FUND 

“Daniel  T.  Cloud,  M.D.,  Chairman  1973-74/1972-75 
“George  Adams,  M.D.  1973-76 

“Richard  L.  Dexter,  M.D.,  Treasurer  — 

SPECIFIED 

“Arthur  V.  Dudley,  Jr.,  M.D. 

II.  Lee  Foster,  M.D. 

“Cecil  C.  Vaughn,  Jr.,  M.D. 

“Karl  E.  Voldeng,  M.D. 

FINANCE 

Richard  L.  Dexter,  M.D.,  Treasurer, 

Chairman  - SPECIFIED 
*W.  Albert  Brewer,  M.D. 

“William  J.  Dunn,  M.D. 

Philip  E.  Dew,  M.D. 

V.  Eugene  Frazier,  M.D. 

“Charles  C.  Pledges,  M.D. 

“George  W.  King,  M.D. 

“Gerald  Marshall,  M.D. 

“Robert  P.  Purpura,  M.D. 

Seymour  I.  Shapiro,  M.D. 

Max  L.  Wertz,  M.D. 

GOVERNMENTAL  SERVICES 

“Walter  R.  Eicher,  M.D.,  Chairman  1973-7 
“John  A.  Ash,  M.D. 

Section  on  OEO  Programs 
“Otto  Bendheim,  M.D. 

Section  on  Mental  Health 
“Lloyd  S.  Epstein,  M.D. 

Member  at  large 
Stanford  F.  Farnsworth,  M.D. 

Section  on  Comprehensive  Health  Plan 
Harold  N.  Gordon,  M.D. 

Member  at  large 
“John  W.  Heaton,  M.D. 

Member  at  large 
Artell  Johnson,  M.D. 

Member  at  large 
Charles  Kalil,  M.D. 

Section  on  Indigent  Care 
Louis  C.  Kossuth,  M.D. 

Member  at  large 
“Dermont  W.  Melick,  M.D. 

Section  on  Regional  Medical  Programs 
William  R.  Myers,  M.D. 

Section  on  Medical  Review 
A.  J.  Ochsner,  M.D. 

Member  at  large 
“O.  Melvin  Phillips,  M.D. 

Member  at  large 
“Wallace  A.  Reed,  M.D. 

Section  on  Medicaid 
Marvin  C.  Schneider,  M.D. 

Member  at  large 
Glen  Id.  Walker,  M.D. 

Section  on  Part  B - Medicare 

GRIEVANCE 

John  J.  Standifer,  M.D.,  Chairman  — 

SPECIFIED 

“Richard  W.  Abbuhl,  M.D.  — Maricopa 


Walter  Brazie,  M.D.  — Mohave  1972-75 

Richard  E.  PI.  Duisber,  M.D.  — Maricopa  1972-75 
Norman  D.  Duley,  M.D.  — Coconino  1971-74 

Stuart  I.  Holtzman,  M.D.  — Pima  1972-75 

“Felix  F.  Jabczenski,  M.D.  - Pima  1973-76 

“R.  T.  McDonald,  M.D.  - Coconino  1973-76 

“William  W.  McKinley,  M.D.  - Maricopa  1973-76 
A.  J.  Ochsner,  M.D.  - Yuma  1971-74 

“Roland  F.  Schoen,  M.D.  - Pinal  1973-76 

HISTORY  & OBITUARIES 

John  R.  Green,  M.D.,  Editor-in-Chief  — 


1973-76 

SPECIFIED 

1973-74 

“F.  J.  Bean,  M.D. 

1973-76 

Walter  Brazie,  M.D. 

1972-75 

1973-74 

“Bland  Giddings,  M.D. 

1973-76 

1973-76 

John  W.  Kennedy,  M.D. 

1971-74 

1973-76 

Abe  I.  Podolsky,  M.D. 

1972-75 

1972-75 

“Jay  L.  Sitterley,  M.D. 

1973-76 

1972-75 

LEGISLATIVE 

1973-76 

“Richard  O.  Flynn,  M.D.,  Chairman 

1973-74/1972-75 

1973-76 

Richard  W.  Abbuhl,  M.D. 

1972-75 

1973-76 

Richard  H.  Bruner,  M.D. 

1971-74 

1973-76 

“W.  Scott  Chisholm,  M.D. 

1973-76 

1971-74 

“Sam  C.  Colachis,  M.D. 

1973-76 

1971-74 

“William  E.  Crisp,  M.D. 

1973-76 

John  W.  Curtin,  M.D. 

1972-75 

1972-75 

Kenneth  A.  Dregseth,  M.D. 

1971-74 

“Stanford  F.  Farnsworth,  M.D. 

1973-76 

1973-76 

Lawrence  N.  FYazin,  M.D. 

1971-74 

1973-76 

“Donald  M.  Gleason,  M.D. 

1973-76 

Donald  F.  Greiss,  M.D. 

1972-75 

1973-76 

“Louis  Hirsch,  M.D. 

1973-76 

John  P.  Holbrook,  M.D. 

1971-74 

1972-75 

Terrance  W.  Hull,  M.D. 

1972-75 

Marion  Jabczenski,  M.D. 

1972-75 

:ig 

John  F.  Kahle,  M.D. 

1971-74 

1971-74 

Meyer  Markovitz,  M.D. 

1972-75 

1973-76 

“R.  M.  O’Harra,  M.D. 

1973-76 

“Robert  J.  Oliver,  M.D. 

1973-76 

Ratibor  Pantovieh,  D.O. 

1972-75 

1971-74 

O.  Melvin  Phillips,  M.D. 

1971-74 

Wilfred  M.  Potter,  M.D. 

1971-74 

1972-75 

“Paul  L.  Schnur,  M.D. 

1973-76 

Bertin  Siegel,  D.O. 

1972-75 

1971-74 

“Paul  L.  Singer,  M.D. 

1973-76 

1973-76 

William  L.  Smith,  D.O. 

1972-75 

Raymond  Vaaler,  M.D. 

1971-74 

1971-74 

Dennis  Weiland,  M.D. 

1971-74 

MEDICAL  ECONOMICS 
“Richard  S.  Armstrong,  M.D., 

1972-75 

Chairman 

1973-74/1972-75 

“Albert  C.  Asendorf,  M.D. 

1973-76 

1973-76 

Francis  J.  Bean,  M.D. 

1972-75 

1973-76 

“Charles  M.  Bergschneider,  M.D. 

1973-76 

Ian  M.  Chesser,  M.D. 

1971-74 

“Charles  F.  Dalton,  M.D. 

1973-76 

1971-74 

Wilbur  D.  Dice,  M.D. 

1972-75 

Kenneth  Dregseth,  M.D. 

1972-75 

1971-74 

Charles  PI.  Finney,  M.D. 

1971-74 

William  B.  Helme,  M.D. 

1971-74 

Howard  N.  Kandell,  M.D. 

1971-74 

Patrick  P.  Moraca,  M.D. 

1971-74 

1973-74 

Robert  Purpura,  M.D. 

1972-75 

1973-76 

Wallace  A.  Reed,  M.D. 

1971-74 
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“Paul  L.  Schnur,  M.D. 

1973-76 

“Richard  Switzer,  M.D. 

1973-76 

Roger  E.  Wilcox,  M.D. 

1971-74 

MEDICAL  EDUCATION 

“Robert  E.  T.  Stark,  M.D., 

Chairman 

1973-74/1971-74 

Willis  H.  Bower,  M.D. 

1972-75 

Melvin  L.  Cohen,  M.D. 

1971-73 

“D.  J.  Crosby,  M.D. 

1973-76 

“Kenneth  A.  Dregseth,  M.D. 

1973-76 

“Harry  W.  Hale,  Jr.,  M.D. 

1973-76 

“Robert  E.  Hastings,  Jr.,  M.D. 

1973-76 

Raymond  J.  Jennett,  M.D. 

1972-75 

“Howard  N.  Kandell,  M.D. 

1973-76 

Jack  M.  Layton,  M.D. 

1971-74 

“James  E.  Martin,  M.D. 

1973-76 

“R.  T.  McDonald,  M.D. 

1973-76 

“Dermont  W.  Melick,  M.D. 

1973-76 

“Deward  G.  Moody,  M.D. 

1973-76 

“Arthur  R.  Nelson,  M.D. 

1973-76 

“William  C.  Scott,  M.D. 

1973-76 

William  F.  Sheeley,  M.D. 

1971-74 

“John  J.  Standifer,  M.D. 

1973-76 

David  C.  H.  Sun,  M.D. 

1972-75 

“Jesse  W.  Tapp,  M.D. 

1973-76 

Ashton  B.  Taylor,  M.D. 

1972-75 

Cecil  C.  Vaughn,  M.D. 

1972-75 

Albert  G.  Wagner,  M.D. 

1972-75 

Plus  the  Directors  of  Medical  Education  from  Good 
Samaritan  Hospital,  Tucson  Hospitals  Medical  Educa- 
tion Program,  St.  Joseph’s  Hospital  (Phoenix)  and  Mari- 
copa County  General  Hospital. 

OCCUPATIONAL  HEALTH 


“Joseph  M.  Hughes,  M.D. 


Chairman 

1973-74/1971-74 

Floyd  K.  Berk,  M.D. 

1972-75 

Sheldon  Davidson,  M.D. 

1972-75 

“Walter  V.  Edwards,  Jr.,  M.D. 

1973-76 

N.  A.  Ehrmann,  M.D. 

1972-75 

“Robert  V.  Horan,  M.D. 

1973-76 

Robert  B.  Leonard,  M.D. 

1971-74 

“Elorian  P.  Babe,  M.D. 

1973-76 

Eugene  J.  Ryan,  M.D. 

1971-74 

Sidney  L.  Stovall,  M.D. 

1972-75 

William  C.  Trier,  M.D. 

1972-75 

Maier  Tuchler,  M.D. 

1971-74 

“W.  A.  Warner,  M.D. 

1973-76 

PROCUREMENT  & ASSIGNMENT. (SPECIAL) 

Dissolved  due  to  termination  of  the 

doctor  draft. 

PROFESSIONAL 

“Robert  S.  Ganelin,  M.D., 

Chairman 

1973-74/1973-76 

Charles  D.  Connor,  M.D. 

1971-74 

Section  on  Allied  Medical  Group 

s 

Robert  I.  Cutts,  M.D. 

1972-75 

Section  on  Mental  Health 

Joseph  W.  Hanss,  M.D. 

1972-75 

Section  on  Medicine  & Religion 

George  T.  Hoffmann,  M.D. 

1972-75 

Section  on  Safety 

“Helen  Johnson,  M.D. 

1973-76 

Section  on  Poison  Control 

Harold  W.  Kohl,  M.D. 

1971-74 

Section  on  Aging  General  Medicine 


0 Richard  Johns,  M.D.  1973-76 

Woman’s  Auxiliary  Advisor 

“Laurence  M.  Linkner,  M.D.  1973-76 

Section  on  Drug  Abuse 

“Frederick  J.  Brady,  M.D.  1973-76 

Section  on  Public  Health 

“William  G.  Payne,  M.D.  1973-76 

Section  on  ASNA  Liaison 

Herman  S.  Rhu,  M.D.  1971-74 

Section  on  Perinatal  & Maternal  Mortality 

“Donald  E.  Schaller,  M.D.  1973-76 

Section  on  Emergency  Care 
George  A.  Spendlove,  M.D.  1971-74 

Section  on  Rehabilitation  Medicine 
Neil  O.  Ward,  M.D.  1972-75 


Section  on  Athletic  Medicine 

PUBLIC  RELATIONS 

“Charles  H.  Finney,  M.D., 
Chairman 

Robert  W.  Brazie,  M.D. 

“E.  F.  Bloemker,  M.D. 

“Walker  Brock,  M.D. 

“William  E.  Crisp,  M.D. 

Richard  L.  Jones,  M.D. 

“Robert  A.  Johnson,  M.D. 

“R.  F.  Keeling,  Sr.,  M.D. 

Don  V.  Langston,  M.D. 

Charles  M.  Lofdahl,  M.D. 
“Irving  M.  Pallin,  M.D. 

“William  Russell,  M.D. 

William  C.  Scott,  M.D. 
“Lawrence  J.  Shapiro,  M.D. 
Selma  E.  Tarkovnik,  M.D. 
“Morton  S.  Thomas  III,  M.D 

PUBLISHING 


John  R.  Green,  M.D.,  Editor-in-Chief, 


Chairman  - SPECIFIED 

1973-74 

Andre  J.  Bruwer,  M.D. 

1971-74 

“John  C.  Duffy,  M.D. 

1973-76 

Walter  V.  Edwards,  Jr.,  M.D. 

1971-74 

Gerold  Kaplan,  M.D. 

1971-74 

William  B.  McGrath,  M.D. 

1972-75 

“David  Pent,  M.D. 

1973-76 

David  C.  H.  Sun,  M.D. 

1973-76 

SCIENTIFIC  ASSEMBLY 

“Vincent  A.  Fulginiti,  M.D., 

Chairman 

1973-74/1973-76 

“S.  C.  Anand,  M.D. 

1973-76 

“Thomas  E.  Bittker,  M.D. 

1973-76 

William  E.  Bishop,  M.D. 

1971-74 

“W.  Scott  Chisholm,  M.D. 

1973-76 

“Paul  IT  Duffey,  M.D. 

1973-76 

Milton  S.  Dworin,  M.D. 

1971-74 

T.  Richard  Gregory,  M.D. 

1972-75 

Thomas  F.  Hartley,  M.D. 

1972-75 

Thomas  Henry,  M.D. 

1972-75 

James  M.  Hurley,  M.D. 

1971-74 

“Mark  M.  Kartchner,  M.D. 

1973-76 

“Norman  N.  Komar,  M.D. 

1973-76 

Eugene  Leibsohn,  M.D. 

1971-74 

Philip  Levy,  M.D. 

1971-74 

J.  Frank  Martin,  M.D. 

1972-75 

1973-74/1973-76 

1971- 74 
1973-76 
1973-76 
1973-76 

1972- 75 

1973- 76 
1973-76 

1971- 74 

1972- 75 

1973- 76 
1973-76 

1971- 74 
1973-76 

1972- 75 

1973- 76 
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George  W.  Nash,  M.D. 

1973-75 

John  E.  Oakley,  M.D. 

1972-75 

Wilfred  M.  Potter,  M.D. 

1971-74 

Neopito  D.  Robles,  M.D. 

1973-76 

W.  David  Rummell,  M.D. 

William  C.  Scott,  M.D.,  Vice-President  — 

1972-75 

SPECIFIED 

1973-74 

Luis  S.  Tan,  M.D. 

1971-74 

Oscar  A.  Thorup,  Jr.,  M.D. 

1972-75 

Joseph  C.  White,  Jr.,  M.D. 

1971-74 

C.  Harold  Willingham,  M.D. 

1973-76 

J.  Garland  Wood,  M.D. 

1972-75 

Donald  Ziehm,  M.D. 

1971-74 

AD  HOC  COMMITTEE  ON  AMA  DELEGATE 
SELECTION  - NEW 

"Charles  E.  Henderson,  M.D.,  Chairman  1973-74 

“Daniel  T.  Cloud,  M.D.  1973-74 

“Seymour  I.  Shapiro,  M.D.  1973-74 

“John  J.  Standifer,  M.D.  1973-74 

Charge:  To  recommend  ways  for  choosing  the  third 
AMA  Delegate,  or  all  delegates.  Present  system  is  by 
tradition,  not  bylaws. 

AD  HOC  COMMITTEE  ON  ArMA  PROGRAM 
DEVELOPMENT  AND  ADMINISTRATIVE 
EVALUATION 

Due  to  lack  of  activity,  committee  dissolved. 


AD  HOC  COMMITTEE  ON  LOCUM  TENENS 
& HEALTH  MANPOWER 


“Dermont  W.  Meliek,  M.D.,  Chairman 

1973-74 

“Herbert  Abrams,  M.D. 

1973-74 

“J.  E.  Andes,  M.D. 

1973-74 

“Bruce  N.  Curtis,  M.D. 

1973-74 

“John  E.  Hildebrand,  M.D. 

1973-74 

“Louis  C.  Kossuth,  M.D. 

1973-74 

“John  B.  Miller,  M.D. 

1973-74 

“Manus  R.  Spanier,  M.D. 

1973-74 

“Thomas  H.  Stephens 

1973-74 

“Jesse  W.  Tapp,  M.D. 

1973-74 

“Hugh  C.  Thompson,  Jr.,  M.D. 

1973-74 

ArMPAC 

“James  A.  Austin,  M.D. 

1973-74 

“Walter  Brazie,  M.D. 

1973-74 

“Richard  E.  Brown,  M.D. 

1973-74 

“William  E.  Crisp,  Jr.,  M.D. 

1973-74 

“Richard  L.  Dexter,  M.D. 

1973-74 

“Arthur  V.  Dudley,  Jr.,  M.D. 

1973-74 

“Walter  R.  Eicher,  M.D. 

1973-74 

“Richard  O.  Flynn,  M.D. 

1973-74 

“John  R.  Green,  M.D. 

1973-74 

“Carlos  V.  Greth,  M.D. 

1973-74 

“Doyle  Hansen,  D.D.S. 

1973-74 

“Mrs.  Charles  E.  Henderson 

1973-74 

“Mrs.  Clare  W.  Johnson 

1973-74 

“John  F.  Kahle,  M.D. 

1973-74 

“Paul  W.  Kliewer,  M.D. 

1973-74 

“Don  V.  Langston,  M.D. 

1973-74 

“William  W.  McKinley,  Jr.,  M.D. 

1973-74 

“Mrs.  Thomas  H.  Taber,  Sr. 

1973-74 

“Mrs.  Lewis  S.  Winter 

1973-74 

“Lowell  C.  Wormley,  M.D. 

1973-74 

Nominees  for  AMA  Councils  and  Committees 


It  was  moved  and  carried  to  recommend  John  S.  Carl- 
son, M.D.,  for  tire  Council  on  Scientific  Assembly,  and 
John  J.  Standifer,  M.D.,  for  the  Council  on  Rural  Health. 


BOMEX  Nominees 

It  was  moved  and  carried  to  recommend  to  the  Gover- 
nor for  appointment  to  the  Board  of  Medical  Examiners 
the  following  names  for  the  term  7/1/73-6/30/78: 
Chauneey  D.  Buster,  M.D.  (GS)  — Yuma 
James  F.  Martin,  M.D.  (PD)  — Yuma 
Dale  F.  Webb,  M.D.  (TS)  - Yuma 

OTHER  BUSINESS 

Charles  E.  Henderson,  M.D. 

It  was  moved  and  carried  to  forward  a letter  of  ap- 
preciation to  Charles  E.  Henderson,  M.D.,  for  his  ex- 
cellent service  as  Parliamentarian. 

AMA  Field  Service  Representative 

Mr.  Ed  Smith  stated  that  over  his  twenty  years  as  a 
medical  society  executive,  he  has  never  attended  an 
annual  convention  as  well  organized  and  well  planned 
as  this  one.  The  expert  manner  in  which  the  House  of 
Delegates  is  handled  is  outstanding.  The  mutual  respect 
that  each  of  you  express  for  each  other  is  commendable. 
The  reasonable  consideration  of  the  business  before  the 
House  by  the  delegates  is  obvious.  He  expressed  appre- 
ciation for  the  courtesy  shown  him  and  the  various  offi- 
cers of  the  AMA  during  the  week. 

Meeting  adjourned  at  2:18  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


EXECUTIVE  COMMITTEE 

The  meeting  of  the  Executive  Committee  of  the  Ari- 
zona Medical  Association,  Inc.,  held  Saturday,  May  19, 
1973,  at  810  West  Bethany  Home  Road,  Phoenix,  Ari- 
zona, convened  at  1:35  p.m.,  Philip  E.  Dew,  M.D.,  Presi- 
dent and  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  April  24,  1973,  were 
approved  as  distributed. 

ARIZONA  TOWN  HALL 

Several  hours  were  spent  discussing  “Cost  and  De- 
livery of  Health  Care  in  Arizona”  with  Professors  Walter 
Appelgren  and  Paul  Staskey,  who  are  developing  back- 
ground material  for  the  October,  1973  meeting  of  the 
Arizona  Town  Hall. 

TITLE  XIX 

Dr.  Reed  reported  that  as  chairman  of  the  Section  on 
Title  XIX  of  the  Governmental  Services  Committee,  he 
has  and  will  be  meeting  with  governmental  agencies  in 
the  development  of  the  Title  XIX  program  for  Arizona. 
He  asked  for  a restatement  of  policy  from  the  Executive 
Committee.  Dr.  Reed  was  advised  that  the  original  posi- 
tion of  the  Association,  adopted  several  years  ago,  still 
prevails,  and  that  he  can  proceed  with  his  activities. 

COMMUNICATIONS 

Letter  date  5/1/73  from  Merrill  S.  Chernov,  M.D., 
regarding  staff  privileges  at  Scottsdale  Memorial  Hos- 
pital. 

It  was  determined  that  the  Association  has  no  juris- 
diction in  this  matter.  That  staff  privileges  are  purely 
the  prerogative  of  the  governing  board  of  each  hospital. 

Meeting  adjourned  5:15  p.m. 

Edward  Sattensipel,  M.D. 

Secretary 

by 

Bruce  E.  Robinson 
Executive  Director 
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HERE 


Pleural  effusion 


Wherever  it  hurts, 
Empirin  Compound  with 
Codeine  usually  provides 
the  relief  needed. 


HERE 


Biliary  calculi 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound 


€ prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law) ; by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.y2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


WHEREVER  IT 


HURTS 


EMPIRIN 


COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


Directory 


THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  810  W.  BETHANY  HOME  ROAD,  PHOENIX,  ARIZONA  85013. 

OFFICERS  AND  DIRECTORS  - 1973-74 


President— Philip  E.  Dew,  M.D 

President-Elect— William  G.  Payne,  M.D 

Vice  President— William  C.  Scott,  M.D 

Secretary— Edward  Sattenspiel,  M.D 

Treasurer— Richard  L.  Dexter,  M.D 

Speaker  of  the  House— Robert  A.  Price,  M.D 

Past  President— John  J.  Standifer,  M.D 

Editor-In-Chief— John  R.  Green,  M.D 

Delegate  to  AMA— Daniel  T.  Cloud,  M.D 

Delegate  to  AMA— Seymour  I.  Shapiro,  M.D 

Alternate  Delegate  to  AMA— Arthur  V.  Dudley,  Jr.,  M.D 
Alternate  Delegate  to  AMA— William  B.  Helme,  M.D.  . . . 


P.O.  Box  1911,  Tucson 

P.  O.  Box  V,  Tempe 

College  of  Medicine,  U of  A,  Tucson 

333  W.  Thomas  Rd.,  Phoenix 

116  N.  Tucson  Blvd.,  Tucson 

4247  N.  32nd  St„  Phoenix 

412  E.  Oak  St.,  Kingman 

302  W.  Thomas  Rd.,  Phoenix 

3411  N.  5th  Ave.,  Phoenix 

. . 1601  N.  Tucson  Blvd.,  #24,  Tucson 
. . 1601  N.  Tucson  Blvd,  #23,  Tucson 
926  E.  McDowell  Rd.,  Phoenix 


85702 

85281 

85724 

85013 

85716 

85018 

86401 

85013 

85013 

85716 

85716 

85006 


DISTRICT  DIRECTORS 

Central  District— W.  Scott  Chisholm,  Jr.,  M.D 

Central  District— Charles  H.  Finney,  M.D 

Central  District— George  L Hoffmann,  M.D 

Central  District— Wallace  A.  Reed,  M.D 

Central  District— Lawrence  J.  Shapiro,  M.D 

Northeastern  District— Richard  B.  Johns,  M.D 

Northwestern  District— John  F.  Kahle,  M.D 

Southeastern  District— Bruce  N.  Curtis,  M.D 

Southern  District— Henry  P.  Limbacher,  M.D 

Southern  District— Vemor  F.  Lovett,  M.D 

Southern  District— George  W.  Nash,  M.D 

Southwestern  District— Glen  H.  Walker,  M.D 


1158  E.  Missouri,  Phoenix 

555  W.  Catalina,  Phoenix 

438  W.  5th  Place,  Mesa 

758  E.  McDowell  Rd.,  Phoenix 

444  W.  Osborn,  Phoenix 

P.  O.  Box  520,  Payson 

715  N.  Beaver,  Flagstaff 

618  N.  Central  Ave.,  Safford 

116  N.  Tucson  Blvd.,  Tucson 

5402  E.  Grant  Road,  Tucson 

Craycroft  Medical  Center,  #306,  Tucson 
291  W.  Wilson,  Coolidge 


85014 

85013 

85201 

85006 

85013 

85541 

86001 

85546 

85716 

85712 

85711 

85228 


COMMITTEES  - 1973-74 

ARTICLES  OF  INCORPORATION  & BYLAWS  COMMITTEE: 
Charles  E.  Henderson,  M.D.,  Chairman,  (Phoenix);  Arnold  H. 
Dysterheft,  M.D.  (Lakeside);  William  W.  McKinley,  Jr.,  M.D. 
(Scottsdale);  William  B.  Steen,  M.D.  (Tucson);  Clarence  E. 
Yount,  Jr.,  M.D.  (Prescott). 

BENEVOLENT  & LOAN  FUND  COMMITTEE:  Daniel  T.  Cloud, 
M.D.,  Chairman  (Phoenix);  George  Adams,  M.D.  (Tucson); 
Richard  L.  Dexter,  M.D.  (Tucson);  Arthur  V.  Dudley,  Jr., 
M.D.  (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  Cecil  C. 
Vaughn,  Jr.,  M.D.  (Phoenix);  Karl  E.  Voldeng,  M.D. 
(Phoenix). 

FINANCE  COMMITTEE:  Richard  L.  Dexter,  M.D.,  Chairman 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Philip  E. 
Dew,  M.D.  (Tucson);  William  J.  Dunn,  M.D.  (Phoenix); 
V.  Eugene  Frazier,  M.D.  (Mesa);  Charles  C.  Hedges,  Jr., 
M.D.  (Phoenix);  Gerald  Marshall,  M.D.  (Phoenix);  Robert 
P.  Purpura,  M.D.  (Tucson);  Seymour  I.  Shapiro,  M.D.  (Tuc- 
son); Max  L.  Wertz,  M.D.  (Phoenix). 

GOVERNMENTAL  SERVICES  COMMITTEE:  Walter  R.  Eicher, 

M. D.,  Chairman  (Chandler);  John  A.  Ash,  M.D.  (Phoenix); 
Otto  L.  Bendheim,  M.D.  (Phoenix);  Lloyd  S.  Epstein,  M.D. 
(Tucson);  Stanford  F.  Farnsworth,  M.D.  (Phoenix);  Harold 

N.  Gordon,  M.D.  (Phoenix);  John  W.  Heaton,  M.D.  (Phoenix); 
Artell  Johnson,  M.D.  (Phoenix);  Charles  Kalil,  M.D.  (Phoe- 
nix); Louis  C.  Kossuth,  M.D.  (Phoenix);  Dermont  W.  Melick, 
M.D.  (Tucson);  William  R.  Myers,  M.D.  (Phoenix);  Albert  J. 
Ochsner  II,  M.D.  (Yuma);  O.  Melvin  Phillips,  M.D.  (Scotts- 
dale); Wallace  A.  Reed,  M.D.  (Phoenix);  Marvin  C.  Schnei- 
der, M.D.  (Phoenix);  Glen  H.  Walker,  M.D.  (Coolidge). 

GRIEVANCE  COMMITTEE:  John  J.  Standifer,  M.D.,  Chairman 
(Kingman);  Richard  W.  Abbuhl,  M.D.  (Phoenix);  Walter 
Brazie,  M.D.  (Kingman);  Richard  E.  H.  Duisberg,  M.D. 
(Phoenix);  Norman  D.  Duley,  M.D.  (Flagstaff);  Stuart  I. 
Holtzman,  M.D.  (Tucson);  R.  T.  McDonald,  M.D.  (Flag- 
staff); William  W.  McKinley,  M.D.  (Scottsdale);  Albert  J. 
Ochsner,  II,  M.D.  (Yuma);  Roland  F.  Schoen,  M.D.  (Casa 
Grande). 

HISTORY  & OBITUARIES  COMMITTEE:  John  R.  Green,  M.D., 
Chairman  (Phoenix);  Francis  J.  Bean,  M.D.  (Tucson);  Walter 
Brazie,  M.D.  (Kingman);  C.  Bland  Cidding,  M.D.  (Mesa); 
John  W.  Kennedy,  M.D.  (Phoenix);  Abe  I.  Podolsky,  M.D. 
(Yuma);  Jay  L,  Sitterley,  M.D.  (Flagstaff). 

LEGISLATIVE  COMMITTEE:  Richard  O.  Flynn  M.D.  (Tempe); 
Richard  W.  Abbuhl,  M.D.  (Phoenix);  Richard  H.  Bruner, 
M.D.  (Phoenix);  W.  Scott  Chisholm,  M.D.  (Phoenix);  Sam 
C.  Colachis,  Jr.,  M.D.  (Phoenix);  William  E.  Crisp,  M.D. 
(Phoenix);  John  W.  Curtin,  M.D.  (Phoenix);  Kenneth  A. 
Dregseth,  M.D.  (Sierra  Vista);  Stanford  F.  Farnsworth,  M.D. 
(Phoenix);  Lawrence  N.  Frazin,  M.D.  (Phoenix);  Donald  M. 


Gleason,  M.D.  (Tucson);  Donald  F.  Griess,  M.D.  (Tucson); 
Louis  Hirsch,  M.D.  (Tucson);  John  P.  Holbrook,  M.D.  (Tuc- 
son); Terrance  W.  Hull,  M.D.  (Phoenix);  Marion  A.  Jabczen- 
ski,  M.D.  (Phoenix);  John  F.  Kahle,  M.D.  (Flagstaff);  Meyer 
Markovitz,  M.D.  (Phoenix);  R.  Michael  O’Harra,  M.D.  (Phoe- 
nix); Robert  J.  Oliver,  M.D.  (Tucson);  Ratibor  Pantovich, 
D.O.  (Phoenix);  O.  Melvin  Phillips,  M.D.  (Scottsdale);  Wil- 
fred M.  Potter,  M.D.  (Scottsdale);  Paul  L.  Schnur,  M.D. 
(Tucson);  Berton  Siegel,  D.O.  (Phoenix);  Paul  L.  Singer,  M.D. 
(Phoenix);  William  L.  Smith,  D.O.  (Phoenix);  Raymond  A. 
Vaaler,  M.D.  (Phoenix);  Dennis  E.  Weiland,  M.D.  (Scotts- 
dale). 


MEDICAL  ECONOMICS  COMMITTEE:  Richard  S.  Armstrong, 
M.D.,  Chairman  (Tucson);  Albert  C.  Asendorf,  M.D.  (Phoe- 
nix); Francis  J.  Bean,  M.D.  (Tucson);  Charles  M.  Berg- 
schneider,  M.D.  (Scottsdale);  Ian  M.  Chesser,  M.D.  (Tucson); 
Charles  F.  Dalton,  M.D.  (Phoenix);  Wilbur  D.  Dice,  M.D. 
(Yuma);  Kenneth  Dregseth,  M.D.  (Sierra  Vista);  Charles  H. 
Finney,  M.D.  (Phoenix);  William  B.  Helme,  M.D.  (Phoenix); 
Howard  N.  Kandell,  M.D.  (Phoenix);  Patrick  P.  Moraca,  M.D. 
(Phoenix);  Robert  Purpura,  M.D.  (Tucson);  Wallace  A.  Reed, 
M.D.  (Phoenix);  Paul  L.  Schnur,  M.D.  (Tucson);  Richard 
Switzer,  M.D.  (Tucson);  Roger  E.  Wilcox,  M.D.  (Phoenix). 


MEDICAL  EDUCATION  COMMITTEE:  Robert  E.  T.  Stark, 
M.D.,  Chairman  (Phoenix);  Willis  H.  Bower,  M.D.  (Phoenix); 
Daniel  B.  Carroll,  M.D.  (Phoenix);  Melvin  L.  Cohen,  M.D. 
(Phoenix);  William  E.  Crisp,  M.D.  (Phoenix);  D.  J.  Crosby, 
M.D.  (Phoenix);  Kenneth  S.  Dregseth,  M.D.  (Sierra  Vista); 
Francis  T.  Flood,  M.D.  (Phoenix);  Harry  W.  Hale,  M.D. 
(Phoenix);  Robert  E.  Hastings,  Jr.,  M.D.  (Tucson);  Raymond 
J.  Jennett,  M.D.  (Phoenix);  Howard  N.  Kandell,  M.D.  Phoe- 
nix); Jack  M.  Layton,  M.D.  (Tucson);  Harry  F.  Lenhardt, 
M.D.  (Phoenix);  James  F.  Martin,  M.D.  (Yuma);  R.  T.  Mc- 
Donald (Flagstaff);  Dermont  W.  Melick,  M.D.  (Tucson); 
Dward  G.  Moody,  M.D.  (Nogales);  Arthur  R.  Nelson,  M.D. 
(Phoenix);  Milan  Novak,  Ph.D.,  M.D.  (Tucson);  Eric  J. 
Ramsay,  M.D.  (Tucson);  William  C.  Scott,  M.D.  (Tucson); 
William  F.  Sheeley,  M.D.  (Phoenix);  John  J.  Standifer,  M.D. 
(Kingman);  David  C.  H.  Sun,  M.D.  (Phoenix);  Jesse  W.  Tapp, 
M.D.  (Tucson);  Ashton  B.  Taylor,  M.D.  (Phoenix);  Cecil  C. 
Vaughn,  M.D.  (Phoenix);  Albert  G.  Wagner,  M.D.  (Phoenix); 
Joseph  White,  M.D.  (Phoenix). 


OCCUPATIONAL  HEALTH  COMMITTEE:  Joseph  M.  Hughes, 
M.D.,  Chairman  (Phoenix);  Floyd  K.  Berk,  M.D.  (Tucson); 
Sheldon  Davidson,  M.D.  (Phoenix);  Walter  V.  Edwards,  Jr., 
M.D.  (Phoenix);  N.  A.  Ehrmann,  M.D.  (Kearny);  Robert  V. 
Horan,  M.D.  (Morenci);  Robert  B.  Leonard,  M.D.  (Phoenix); 
Florian  R.  Rabe,  M.D.  (Scottsdale);  Eugene  J.  Ryan,  M.D. 
(Phoenix);  Sidney  J.  Stovall,  M.D.  (Phoenix);  William  C. 
Trier,  M.D.  (Tucson);  Maier  Tuchler,  M.D.  (Phoenix);  W.  A. 
Warner,  M.D.  (Phoenix). 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROFESSIONAL  COMMITTEE:  Robert  S.  Ganelin.  M.D.,  Chair- 
man (Phoenix);  Charles  D.  Connor.  M.D.  (Phoenix);  Joseph 
W.  Hanss,  M.D.  (Phoenix);  George  T.  Hoffmann,  M.D. 
(Phoenix);  Richard  Johns,  M.D.  (Payson);  Helen  Johnson, 
M.D.  (Tucson);  Harold  W.  Kohl,  M.D.  (Tucson);  Laurence 
M.  Linkner.  M.D.  (Phoenix);  Frederick  J.  Brady,  M.D.  (Tuc- 
son); William  G.  Payne,  M.D.  (Phoenix);  Herman  S.  Rhu, 
Jr.,  M.D.  (Tucson);  Donald  F.  Schaller,  M.D.  (Phoenix); 
George  A.  Spendlove,  M.D.  (Phoenix);  Neil  O.  Ward,  M.D. 
(Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  Charles  H.  Finney,  M.D., 
Chairman  (Phoenix);  Robert  W.  Brazie,  M.D.  (Phoenix);  E. 
F.  Bloemker,  M.D.  (Phoenix),  Walker  Brock,  M.D.  (Phoenix); 
Richard  L.  Jones.  M.D.  (Tempe);  Robert  A.  Johnson,  M.D. 
(Phoenix);  R.  F.  Keeling  Sr..  M.D.  (Ajo);  Don  V.  Langston, 
M.D.  (Phoenix);  Charles  M.  Lofdahl,  M.D.  (Phoenix);  Irving 
M.  Pallin  M.D.  (Sun  City);  William  Russell,  M.D.  (Phoenix); 
William  C.  Scott,  M.D.  (Tucson);  Lawrence  J.  Shapiro.  M.D. 
(Phoenix);  Selma  E.  Targovnik,  M.D.  (Phoenix);  Morton  S. 
Thomas,  III,  M.D.  (Wickenburg). 

PUBLISHING  COMMITTEE:  John  R.  Green,  M.D.,  Chairman 
(Phoenix!;  Andre  J.  Bruwer,  M.D.  (Tucson);  John  C.  Duffy, 
M.D.  (Tucson);  Walter  V.  Edwards,  Jr.,  M.D.  (Phoenix); 
Gerold  Kaplan  M.D.  (Phoenix);  William  B.  McGrath.  M.D. 
(Phoenix);  David  Pent,  M.D.  (Phoenix);  David  C.  H.  Sun, 
M.D.  (Phoenix). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Vincent  A.  Fulginiti, 
M.D.  Chairman  (Tucson);  S.  C.  Anand,  M.D.  (Phoenix); 
Thomas  E.  Bittker.  M.D.  (Phoenix);  William  E.  Bishop.  M.D. 
(Globe);  W.  Scott  Chisholm,  M.D.  (Phoenix);  Paul  H. 

Duffev.  M.D.  (Tncsonh  Milton  S.  Dworin  M.D.  (Tucson); 

T.  Richard  Gregory.  M.D.  (Phoenix);  Thomas  F.  Hartley, 
M.D.  (Scottsdale!;  Thomas  Henry,  M.D.  (Flagstaff);  James 
M.  Hurley.  M.D.  (Phoenix);  Mark  M.  Kartchner,  M.D. 
(Tucson;  Norman  N.  Komar,  M.D.  (Tucson);  Eugene  Leib- 
sohn.  M.D.  (Phoenix);  Philip  Levy  M.D.  (Phoenix);  T.  Frank 
Martin.  M.D.  (Yuma);  George  W.  Nash,  M.D.  (Tucson); 

John  E.  Oakley  M.D  (Prescott);  Wilfred  M.  Potter.  M.D. 
(Scottsdale);  Neopito  L.  Robles  M.D.  (Tucson);  W.  David 
Rummel,  Jr..  M.D.  (Prescott);  William  C.  Scott.  M.D.  (Tuc- 
son); Luis  S.  Tan,  M.D.  (Phoenix);  Oscar  A.  Thorup,  Jr. 

(Tucson);  J.  Garland  Wood,  M.D.  (Flagstaff);  Donald  Ziehm, 

M. D.  (Phoenix). 

COUNTY  MEDICAL  SOCIETY  OFFICERS,  1973-74 

APACHE: Arnold  H.  Dysterheft,  M.D.,  President.  P.O.  Box  887, 
Lakeside.  85929;  P.  R.  Garver,  M.D.,  Secretary,  P.O.  Box 
919,  Show  Low,  85901. 

COCHISE:  Richard  Groschupf.  M.D..  President,  1105  San  Antonio 
Ave.,  Douglas,  85607;  C.  E.  Gritsavage,  M.D.,  Secretary, 
640  - 10th  Street,  Douglas,  85607. 

COCONINO:  William  J.  Austin,  M.D..  President,  1355  N.  Beaver, 
Flagstaff,  86001;  B.  Alfred  Finney,  M.D.,  Secretary,  1355 

N.  Beaver,  Flagstaff,  86001. 

GILA:  Bernard  J.  Collopy.  M.D..  President.  Miami  Inspiration 
Clinic.  Miami  85539;  D.  B.  Gilbert,  M.D.,  Secretary,  P.  O. 
Box  1030.  Payson  85541. 

GRAHAM:  William  R.  Sullivan,  M.D.,  President,  702  8th  Ave., 
Safford,  85546;  Edward  R.  Curtis,  M.D.,  Secretary,  503 
5th  Ave.,  Safford,  85546. 

GREENLEE:  Gordon  Garrioch,  M.D..  President,  Morenci  Hospital, 
Morenci,  85540;  Roberto  A.  Dinglasan,  M.D.,  Secretary, 
Morenci  Hospital,  Morencie,  85540. 

MARICOPA:  William  E.  Crisp,  Jr„  M.D.,  President;  Max  L. 
Wertz.  M.D.,  Secretary. 

(Society  address:  2025  North  Central  Avenue,  Phoenix  85004) 
MOHAVE:  Donald  Nelson,  M.D..  President,  2178  McCulloch 
Blvd..  Lake  Havasu  City,  86403;  Earl  Gilbert,  M.D.,  Secre- 
tary, Mohave  General  Hospital,  Kingman,  86401. 

NAVAJO:  George  G.  Bertino,  Jr..  M.D..  President.  1500  William- 
son Ave.,  Winslow,  86047;  R.  Joseph  Haley  III,  M.D., 
Secretary,  P.O.  Box  700,  Holbrook,  86025. 

PIMA:  Richard  S.  Armstrong,  M.D.,  President;  George  W.  King, 
M.D.,  Secretary. 

(Society  address:  2555  East  Adams  Street,  Tucson) 

PINAL:  Glen  L.  Walker,  M.D.,  President.  291  W.  Wilson  Cool- 
idge  85228;  Donald  Lawrence,  M.D.,  Secretary,  1023  E. 
Florence  Blvd.,  Casa  Grande,  85222. 

SANTA  CRUZ:  James  L.  McCullough,  M.D.,  President,  711 
Morley  Ave.,  Nogales  85621;  Charles  S.  Smith,  M.D., 
Secretary,  P.O.  Box  1382,  Nogales,  85621. 

YAVAPAI:  A.  W.  Scott  Jr..  M.D.,  President,  P.O.  Box  2468, 
Prescott  86301;  J.  B.  McNally,  M.D.,  Secretary,  434  West 
Gurley,  Prescott,  86301. 

YUMA:  Lester  G.  Olin,  M.D.,  President,  2244  Ave.  A,  Yuma, 
85364;  Dirk  Frauenfelder,  M.D.,  Secretary,  P.O.  Box  4370, 
Kofa  Station,  Yuma,  85364. 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1973-74 

PRESIDENT  Mrs.  Thomas  Jarvis  (Barbara) 

1266  Skyline  Drive,  Globe,  85501 

PRESIDENT-ELECT  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix,  85018 

1st  VISE  PRESIDENT Mrs.  Howard  Kimball  (Ella) 

414  West  Northview  Avenue,  Phoenix,  85021 

2nd  VICE  PRESIDENT Mrs.  Ruben  Acosta  (Mary) 

85  Sierra  Vista  Drive,  Tucson,  85719 

RECORDING  SECY Mrs.  William  Robey  (Barbara) 

Box  597,  Litchfield  Park,  85340 

TREASURER  Mrs.  John  Vosskuhler  (JoAnn) 

2220  N.  Crescent  Drive,  Flagstaff,  86001) 

DIRECTOR,  1973-74  Mrs.  Charles  I.  Fisher  (Peggy) 

352  West  Berridge  Lane,  Phoenix,  85013 

DIRECTOR,  1972-74  Mrs.  Robert  Hancock  (Elvera) 

1004  West  Palo  Verde  Drive,  Phoenix  85013 

DIRECTOR,  1973-75  Mrs.  Joseph  McNally  (Suzie) 

Route  1,  Box  320,  Prescott,  86301 

CHAPLAIN  Mrs.  Sam  M.  Mackoff  (Selma) 

5343  N.  23rd  St.,  Phoenix,  85016 

CORRESPONDING  SECY Mrs.  Paul  Jarrett  (Beverly) 

501  E.  Pasadena,  Phoenix,  85012 

HISTORIAN  Mrs.  Melvin  Phillips  (Jean) 

111  West  Palmdale,  Tempe,  85281 

PARLIAMENTARIAN Mrs.  Robert  Oliver  (Nicki) 

910  North  Wilmot  Road,  Tucson,  85711 


COUNTY  AUXILIARY  PRESIDENTS 

COCONINO  Mrs.  John  Vosskuhler  (JoAnn) 

2220  N.  Crescent  Drive,  Flagstaff,  86001 

GILA  Mrs.  B.  J.  Collopy  (Dinah) 

Box  342,  Miami,  85539 

MARICOPA  Mrs.  Albert  Wagner  (Helen) 

3216  E.  Meadowbrook  Avenue  Phoenix  85018 

PIMA  Mrs.  Robert  Goldfarb  (Lesley) 

5051  Mission  Hill  Drive,  Tucson  85718 

YAVAPAI  Mrs.  Evaristo  Martinez  (Frances) 

1172  Country  Club  Dr.,  Prescott  86301 

YUMA  Mrs.  Robert  Delph  (Grace) 

1921  16th  Place,  Yuma,  85364 


CHAIRMAN  OF  STANDING  AND  SPECIAL  COMMITTEE 
1973-74 

AMA-ERF  Mrs.  Lawrence  Bailey  (Mary  Ann) 

712  West  Oregon,  Phoenix  85013 

BYLAWS  Mrs.  Glen  Walker  (Ruth) 

Box  1225  Coolidge,  85228 

COMMUNITY  HEALTH  EDUC Mrs.  Bovd  Metcalf  (Kay) 

5701  Calle  Del  Paisano,  Phoenix,  85018 

COMMUNITY  HEALTH  SERV Mrs.  Ralph  Linden  (Sylvia) 

1971  West  15th  Street.  Yuma.  85364 

CONVENTION  Mrs.  Dennis  E.  We'Und  (Jeanne) 

5826  N.  Monte  Vista  Drive,  Scottsdale  85253 

FINANCE  Mrs.  Carl  Shrader,  Jr.,  (Ginny) 

1615  Aztec,  Flagstaff,  86001 

GEMS  Mrs-  David  Gilbert  (Fay) 

Box  1030  Payson,  85541 

HAMER  EDUC.  LOAN  FUND  . . .Mrs.  Alvin  Swenson  (Vicki) 
5250  Bartlett  Circle,  Phoenix  85016 

HEALTH  MANPOWER  Mrs.  Luis  Tan  (Mary  Jo) 

3510  East  Nita  Road,  Paradise  Valley 

HOSTESS  Mrs.  James  Hopkins  (Pat) 

37  N.  Country  Club  Drive  Phoenix.  85014 
INTERNATIONAL  HEALTH  ....  Mrs.  B.  L.  Whitman  (Alberta) 
V.  A.  Center,  Box  22  Prescott,  86301 

LEGISLATION  Mrs.  Warren  S.  Williams  (Pete) 

Route  5.  Box  893,  Tucson,  85718 
TEMPE  MESA,  CHANDLER,  LIAISON 

Mrs.  Tohn  Hanigsberg  (Barbara) 
1610  East  Donner  Street,  Tempe,  85282 
ORGANIZATION  & MEMBERSHIP  .Mrs.  Howard  Kimball  (Ella) 
414  West  Northview  Avenue,  Phoenix  85021 

PROCEDURES  & GUIDELINES  Mrs.  M.  J.  Harvey  (Rita) 

P.O.  Box  1729,  Lake  Havasu  City,  86403 

PROGRAM  Mrs.  Raymond  Vaaler,  (Ann) 

3624  North  54th  Court,  Phoenix,  85018 

PUBLICATIONS  Mrs.  Orlin  Wry  (Connie) 

2521  N.  Shade  Tree  Lane,  Tucson  85715 

PUBLIC  RELATIONS  Mrs.  George  Stavros  (Theresa) 

315  W.  Kaler,  Phoenix  85021 

REPORTS  Mrs.  Charles  Kalil  (Ylma) 

1300  East  Missouri  Ave.,  Phoenix 

WASAMA  Mrs.  Wm.  Price  (Ann) 

4524  N.  59th  Avenue,  Phoenix,  85033 
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Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing'  is  simple  and 
fast  because  all  plans  are  under  a single 

administrator. 

So  why  settle  for  less  coverage  when  you  can 

get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  8501 2 
3424  North  Central  Avenue  Phone:  248-8500 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882  - 6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


ONE  STORY  LUXURY 
MEDICAL  CENTER 

CASA  DE  MEDICOS 

425  West  5th  Place 
Mesa,  Arizona 

950  sq.  ft.  available  immediately.  Has  separate 
reception/records  room,  waiting  room,  one 
carpeted  consulting  room  and  three  examina- 
tion rooms.  One  examination  room  lead-lined 
and  wired  for  X-ray  and  one  room  plumbed  for 
lab. 

1800  sq.  ft.  available  after  June.  Ideal  for  two 
doctor  practice. 

Both  offices  are  in  the  same  Center  and  are 
separate  buildings.  Beautifully  landscaped. 
Extra  parking.  5 blocks  from  Mesa  Lutheran 
Hospital.  Other  medical  practices  in  Center 
include  General  Practice,  OB  & GYN,  Urology, 
Dentistry,  Psychiatry,  Pediatrics,  Thoracic  and 
Cardiovascular  Surgery,  Eye  Surgery,  and  Gen- 
eral Surgery. 

Call  Jack  Jones,  834-8181  or  964-61 15  eves. 

Will  also  build  to  suit,  3000  sq.  ft.  medical  building  at 
same  location  — must  be  fine  quality  to  match  existing 
buildings. 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

PLAQUE  SHOP 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE,  ARIZONA  85251* 
(602)  945-9338 


ARIZONA  MEDICINE 


Duke  R.  Gaskins,  M.D.  Carl  T.  Kirchmaier,  M.D. 

Medical  Director  Associate  Medical  Director 


A STREAMLINED 
UFE-ACCIDENT-HEALTH 
CLAIMS  PROCEDURE 


HBA  has  designed,  for  you  and  your  patient,  the 
simplest  claims  procedure  in  the  industry,  for 
individual  coverage. 

We  designed  it  that  way  — for  the  95%  of  claims 
routinely  payable. 

On  the  5%  requiring  additional  claims  information, 
prompt  completion  of  claim  forms,  allows  us  to 
make  prompt  payment  on  them  as  well. 

Your  continued  cooperation  is  appreciated! 


/V£\ 
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INSURANCE  COMPANY 

Home  Office:  1337  North  First  St.,  Phoenix 


Decubitus  Ulcers  Yield  to 

Travase  Ointment 

brand  of  Sutilains 


Before  treatment,  necrotic  matter  coated  the  After  six  days  of  TRAVASE  therapy,  debridement 

inner  surfaces  of  this  decubitus  ulcer.  is  nearly  complete  and  granulation  evident. 


djunctive  Therapy— Observe  Its  Effects  in  48  hours  r 

/hen  the  recommended  nursing  technique  is 
illowed  without  deviation,  this  procedure  can 
enerate  visible  improvement  within  48  hours  of 
eatment.  If  no  dissolution  of  slough  occurs  by  then,  i 
irther  application  is  unlikely  to  be  rewarding 
echeck  for  break  in  procedure,  usually  due  to  use  1 
f cleansing  or  antiseptic  agents  which  impair  the 
ffectiveness  of  the  enzyme  in  TRAVASE).  J 

i 

i 

linical  observation  and  photos  by  Kathleen  Brough 
Idham,  M.D.,  Marion  County  Home,  Indianapolis,  Ind. 


lease  see  next  page  for  prescribing  information 


BUSINESS  REPLY  MAIL  No  Posta9e  Stamp  Necessary 


If  Mailed  in  the  United  States 


Postage  Will  Be  Paid  by  Addressee 

Flint  Laboratories 

Division  of  Travenol  Laboratories,  Inc. 
200  Wilmot  Road 
Deerfield,  Illinois  60015 


Travase®  Ointment  brand  of  Sutilains 

APPLICATION  TECHNIQUE:  TRAVASE  Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for  biochemical  debridement.  It 
dissolves  and  facilitates  the  removal  of  necrotic  tissues  and  purulent 
exudates. 

TRAVASE  enzymes  are  selective.  Virtually  inactive  on  viable  tissue. 

When  this  recommended  nursing  technique  is  followed  without  deviation, 
this  procedure  can  generate  visible  improvement  within  48  hours  . . . 


(Ulcer  being  irrigated) 
Thoroughly  cleanse  and 
irrigate  the  wound  area  using 
only  sterile  water  or  sodium 
chloride  solution.  Be  sure  to 
cleanse  the  wound  of  any 
antiseptics  or  heavy-metal 
antibacterial  agents  which 
may  interfere  with  the 
enzyme  activity. 


Thoroughly  soak  the  wound 
area.  Where  practical,  tubbing 
or  showering  is  suitable.  Or 
wet  soaks  with  gauze  pads 
may  be  used.  Remember  to 
avoid  chemical  cleansing 
agents  which  may  interfere 
with  the  therapy. 


With  a sterile  cotton  swab  or 
finger  cot,  apply  a very  thin 
layer  of  TRAVASE  Ointment. 
The  ointment  spreads  easily 
and  only  a small  amount  is 
needed  (a  small  dab  of 
ointment  will  cover  an  area 
as  big  as  the  back  of  a hand). 

Be  sure,  though,  to  rub  the 
ointment  well  into  every  crack 
or  crevice  of  the  wound  and 
overlap  the  surrounding  skin 
one-fourth  to  one-half  inch 
beyond  the  area  to  be 
debrided — to  be  sure  of 
complete  coverage. 


Apply  loose,  wet  dressings, 
thoroughly  soaked  in  sodium 
chloride  solution  or  sterile 
water  to  the  area  to  be 
debrided  only. 


Cover  the  moist  dressings 
with  an  occlusive  wrap 
(Saran  wrap,  Telfa  Pads,  or 
other  plastic  wrappings)  to 
keep  wound  site  moist.  Do  not 
extend  occlusive  wrap  over 
V2  inch  beyond  area  to 
be  debrided. 


When  changing  dressing, 
gently  wipe  away  the 
dissolved  material.  Repeat  the 
complete  dressing  procedure, 
including  application  of 
TRAVASE  Ointment,  four 
times  daily. 


The  ulcer  shown  in  these  photos  is  simulated  on  a model  in  order  to  demonstrate 
the  correct  TRAVASE  application  technique. 

----- ----- 

To:  FLINT  LABORATORIES 

Division  of  Travenol  Laboratories,  Inc. 

200  Wilmot  Road  t 

Deerfield,  Illinois  60015  J 

Name 


Title 


Institution 
Street 


City State Zip 

Please  send: 


DESCRIPTION:  TRAVASE®  (brand  of  sutilains)  Ointment  is  a sterile 
preparation  of  proteolytic  enzymes,  elaborated  by  Bacillus  subtilis,  in  a 
hydrophobic  ointment  base  consisting  of  95%  white  petrolatum  and  5% 
polyethylene.  One  gram  of  ointment  contains  approximately  82,000  casein 
units*  of  proteolytic  activity. 

ACTION:  TRAVASE  Ointment  selectively  digests  necrotic  soft  tissues  by 
proteolytic  action.  It  dissolves  and  facilitates  the  removal  of  necrotic 
tissues  and  purulent  exudates  that  otherwise  impair  formation  of 
granulation  tissue  and  delay  wound  healing  (4). 

At  body  temperatures  these  proteolytic  enzymes  have  optimal  activity  in 
the  pH  range  from  6.0  to  6.8. 

INDICATIONS:  For  wound  debridement  (1,2) — TRAVASE  Ointment  is 
indicated  as  an  adjunct  to  established  methods  of  wound  care  for 
biochemical  debridement  of  the  following  lesions: 

Second  and  third  degree  burns, 

Decubitus  ulcers, 

Incisional,  traumatic,  and  pyogenic  wounds, 

Ulcers  secondary  to  peripheral  vascular  disease. 


CONTRAINDICATIONS:  Application  of  TRAVASE  (brand  of  sutilains) 
Ointment  is  contraindicated  in  the  following  conditions: 

Wounds  communicating  with  major  body  cavities, 

Wounds  containing  exposed  major  nerves  or  nervous  tissue, 
Fungating  neoplastic  ulcers, 

Wounds  in  women  of  child-bearing  potential— because  of  lack  of 
laboratory  evidence  of  effects  of  TRAVASE  upon  the  developing  fetu 

WARNING:  Do  not  permit  TRAVASE  Ointment  to  come  into  contact  with 
the  eyes.  In  treatment  of  burns  or  lesions  about  the  head  or  neck,  shoulc 
the  ointment  inadvertently  come  into  contact  with  the  eyes,  the  eyes  shoi 
be  immediately  rinsed  with  copious  amounts  of  water,  preferably  sterile. 

PRECAUTIONS:  A moist  environment  is  essential  to  optimal  activity  of  th 
enzyme.  Enzyme  activity  may  also  be  impaired  by  certain  agents.  In  vitro 
several  detergents  and  antiseptics  (benzalkonium  chloride, 
hexachlorophene,  iodine,  and  nitrofurazone)  may  render  the  substrate 
indifferent  to  the  action  of  the  enzyme  (3).  Compounds  such  as  thimeros; 
containing  metallic  ions  interfere  directly  with  enzyme  activity  to  a 
slight  degree,  whereas  neomycin,  sulfamylon-streptomycin,  and  penicillir 
do  not  affect  enzyme  activity.  In  cases  where  adjunctive  topical  therapy 
has  been  used  and  no  dissolution  of  slough  occurs  after  treatment  with 
TRAVASE  Ointment  for  24  to  48  hours,  further  application,  because  of 
interference  by  the  adjunctive  agents,  is  unlikely  to  be  rewarding. 

In  cases  where  there  is  existent  or  threatening  invasive  infection, 
appropriate  systemic  antibiotic  theTapy  should  be  instituted  concurrently 

Although  there  have  been  no  reports  of  systemic  allergic  reaction  in 
humans,  studies  have  shown  that  there  may  be  an  antibody  response  in 
humans  to  absorbed  enzyme  material. 

ADVERSE  REACTIONS:  Adverse  reactions  consist  of  mild,  transient  pain 
paresthesias,  bleeding  and  transient  dermatitis.  Pain  usually  can  be 
controlled  by  administration  of  mild  analgesics.  Side  effects  severe 
enough  to  warrant  discontinuation  of  therapy  occasionally  have  occurret 

If  bleeding  or  dermatitis  occurs  as  a result  of  the  application  of  TRAVAJ 
(brand  of  sutilains)  Ointment,  therapy  should  be  discontinued.  No  systen 
toxicity  has  been  observed  as  a result  of  the  topical  application  of 
TRAVASE  Ointment. 

Dosage  and  Administration 

STRICT  ADHERENCE  TO  THE  FOLLOWING  IS  REQUIRED  FOR  EFFECT 
RESULTS  OF  TREATMENT 

1.  Thoroughly  Cleanse  and  Irrigate  Wound  Area  with  sodium  chlor 
or  water  solutions.  Wound  MUST  be  cleansed  of  antiseptics  or 
heavy-metal  antibacterials  which  may  denature  enzyme  or  alter 
substrate  characteristics  (e.g.,  Hexachlorophene,  Silver  Nitrate, 
Benzalkonium  Chloride,  Nitrofurazone,  etc.). 

2.  Thoroughly  moisten  wound  area  either  through  tubbing,  shower 
or  wet  soaks  (e.g.,  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer  assuring  intimate  cont 
with  necrotic  tissue  and  complete  wound  coverage  extending  tc 
Vi  to  Vi  inch  beyond  the  area  to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per  day  for  best  results. 

How  Supplied 

3P3002  TRAVASE  Ointment  is  supplied  sterile  in  one-half  ounce  tube: 
(14.2  g.)  containing  82,000  casein  units  of  sutilains  per  gram  ' 
hydrophobic  ointment  base. 

The  ointment  must  be  stored  under  refrigeration  at  2°  to  10°  C 
(35°  to  50°  F). 
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Clin.  Med.  76:  11-15,  1969. 

2.  Hesterberg,  R.  (Necrosis  treatment  on  fermentative  basis).  Doctoral 
dissertation  from  the  Chirurgical  Clinic  of  the  University  of  Munich. 
Dissertation  Printing:  Charlotte  Schoen,  Munich,  1964.  (Ger.) 

3 Howes,  E.  L.  The  healing  of  the  burn  may  be  hindered  by  its  first  aic 
therapy.  20th  Cong.  Soc.  Inter.  Chir.,  Rome,  Italy,  September  14-23,  196 

4.  Prytz,  B.,  Connell,  J.  F.,  Jr.,  and  Rousselot,  L.  M.  Bacillus  subtilis 
protease  in  the  digestion  of  burn  eschar.  Clin.  Pharmacol.  Therap.  7: 
347-51,  1966.  


* A casein  unit  is  the  amount  of  enzyme  required  to  produce  the  same 
optical  density  at  275  m /it  as  that  of  a solution  of  1.5  meg.  tyrosine/m 
after  the  enzyme  has  been  incubated  with  35  mg.  of  casein  at  37  C. 
one  minute. 


^Additional  Information  on  TRAVASE®  Ointment  (brand  of  Sutilains) 
-In-service  training  program 
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FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Morton  Grove,  Illinois  60053 


andneurol( 


counst 
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CAMELBACK  PROFESSIONAL  BUILDING 

Eugene  R.  Aimer,  M.D.,  Otto  L.  Bendheim,  M.D., 

Paul  M.  Bindelglas,  M.D.,  James  E.  Campbell,  M.D., 

T.  Richard  Gregory,  M.D.,  Thomas  F.  Kruchek,  M.D., 
Harold  E.  McNeely,  Ph.D.,  Harris  D.  Murley,  M.D., 
George  A.  Peabody,  M.D.,  Stanford  E.  Perlman,  Ph.D., 
George  F.  Saravia,  M.D.,  Jerome  F.  Szymanski,  M.D., 
Floyd  L.  Templeton,  M.D.,  Mark  A.  Wellek,  M.D. 


Hledical  Center  %^aif  and  Clinical  Xa&eraterif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D. , Consultant  Pathologist 
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The  Hunt  Club 


Resort  - Hunting 
Pheasant  and  Chukar 
Motel  - Lounge  - Club  House 
Sporting  Dog  - Training 
Winter  Sports  - Snow  Mobiles 


Relax:  The  Hunt  Club  at  Mormon  Lake,  Arizona  features  the  West's  finest  pheasant  and  chukar 
shooting.  (No  hunting  license  required.)  Outstanding  well  mannered  riding  horses.  Comfortable 
home  base  for  our  excellent  deer,  elk,  turkey  and  antelope  hunting.  Finest  water  fowl  shooting 
in  the  region.  Camp  outs  and  cook  outs.  New  club  house,  lounge,  bar,  meeting  room,  motel,  and 
trap  range.  Winter  sports,  snowmobiles.  Professional  dog  training  with  kennels.  Membership 
available. 


For  information: 

Call:  W.  L.  Thompson  or  Jim  Hulse,  774-731  7,  Unit  (359) 

Write:  The  Hunt  Club,  P.O.  Box  3,  Mormon  Lake,  Arizona  86001 

Come  See:  S.E.  Corner,  Mormon  Lake,  26  Miles  S.W.  from  Flagstaff,  Arizona  on  Flagstaff 

Payson  Highway. 
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OMETHINO 

BETTER 


HAPPENED  FEBRUARY  1,  1971 

When  the  Arizona  Medical  Association's 
Travelers  malpractice  coverage  began. 

BEFORE: 

Arbitrary  Classifications 
Rising  rates,  surcharges,  dwindling 
markets,  non-standard  policies, 
peremptory  cancelations 

AFTER  — AND  NOW: 

Published,  consistent  rating. 

Under  bureau  rating 

No  bobtail  or  warranty  restrictions. 

ArMA  gets  all  Travelers  figures. 

Five  year  program  guarantee.  Standard 
policy  at  standard  prices.  Stability 
and  integrity  for  you. 


Phoenix  and  Northern  Arizona 

Burns-Harrelson-Burns 

5045  North  12th  Street 
Phoenix  85014 
Phone  266-441 1 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  Cr  Associates 

5902  East  Pima 
Tucson  85712 
Phone  885-2375 

Do  it  today! 


T TRAVELERS  Insurance  Companies 

HARTFORD.  CONNECTICUT 


TRe 


WE  BIND  YOUR 

INVEST 

PERIODICALS 

IN 

ARIZONA'S  FUTURE 

Preserve  your  reference  journals  as  beautifully 

Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

Acquire  your  share 

$7.00  per  volume,  including  name  imprint. 

of  a business  geared  to 

Arizona's  population  growth. 

Inquire  about  quantity  discounts. 

An  investment  now  will  yield 

profits  for  you  in  the  future. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 

For  details  call:  967-5302 

B&B  INDUSTRIES 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 

IEMPE,  ARIZONA 

PHOENIX,  ARIZONA  85009 
272-9338 
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16th  ANNUAL  RUIDOSO  SUMMER  CLINIC 


Future 
Medical  Meetings 


CHRONIC  OBSTRUCTIVE  PULMONARY 
DISEASE 

Wednesday,  July  1 1 — Aug.  8,  1973 
Tucson  Medical  Center,  Tucson,  AZ 

SPONSOR:  Tucson  Hospitals  Medical  Education  Program 

CONTACT: 

Jerome  Rothbaum,  M.D. 

E.  G.  Ramsay,  M.D. 

P.  O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  5 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


July  16-19 

Chaparral  Motel,  Ruidoso,  New  Mexico 

SPONSOR:  New  Mexico  Chapter  of  the 

American  Academy  of  Family  Physicians 

CONTACT: 

Bob  Reid,  Executive  Secretary 

P.  O.  Box  456 

Sunland  Park,  N.M.  88063 


CLOTTING  DISORDERS 

July  28  & 29,  1973 
Little  America  Convention  Hall 
Flagstaff,  AZ 

SPONSOR:  Coconino  County  Medical  Society 

CONTACT: 

Michael  Ryan,  M.D. 

2559  E.  7th  Ave. 

Flagstaff,  AZ  86001 

Approved  for  8 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


CURRENT  CONCEPTS  IN  THYROID  DISEASE 

July  14,  1973 

Broadmoor  Hotel,  Colorado  Springs,  CO 

CONTACT: 

Dr.  Frederick  R.  Gydesen,  Dir.  of 
Nuclear  Medicine 
Penrose  Hospital 
2215  N.  Cascade  Ave. 

Colorado  Springs,  CO 


GYNECOLOGICAL  LAPAROSCOPY 

July  16,  17,  18  & 19 
August  27,  28,  29  & 30 
Good  Samaritan  Hospital 
And  the  Surgicenter 

SPONSOR:  Good  Samaritan  Hospital,  The 
Surgicenter  and  Arizona  Family 
Planning  Service 

CONTACT: 

David  Pent,  M.D. 

Program  Chairman 

c/o  Arizona  Family  Planning  Service 

2021  North  Central  Ave. 

Phoenix,  AZ  85004 

Approved  for  18  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education.  (Courses  will  also  be  offered 
in  August,  October  and  November.) 


SYMPOSIUM  ON  NEUROLOGY 

August  15-Sept.  12,  1973 
Tucson  Medical  Center 
Marshall  Auditorium,  Tucson,  AZ 

SPONSOR:  Tucson  Hospitals  Medical 
Education  Program 

CONTACT: 

E.  G.  Ramsay,  M.D. 

P.O.  Box  6067 
T ucson,  AZ  85733 

Approved  for  5 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


33rd  ANNUAL  CONGRESS  ON 
OCCUPATIONAL  HEALTH 

September  17-18,  1973 
Benjamin  Franklin  Hotel,  Philadelphia 

SPONSOR:  A merican  Medical  Association 
Dept,  of  Environmental,  Public 
& Occupational  Health 

CONTACT: 

Henry  F.  Howe,  M.D.,  Associate  Dir. 

Dept,  of  Environmental,  Public,  & 

Occupational  Health 
American  Medical  Association 
535  North  Dearborn  St. 

Chicago,  Illinois  60610 
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SYMPOSIUM  ON  RENAL  DISEASE 

Wednesdays,  Sept.  1 9 — Oct.  1 7,  1 973 
Marshall  Auditorium,  Tucson  AZ 

SPONSOR:  Tucson  Hospitals  Medical  Education  Program 

CONTACT: 

Stephen  Seltzer,  M.D. 

E.  G.  Ramsay,  M.D. 

P.  O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  5 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


21st  ANNUAL  MEETING  OF  THE 
MEDICAL  SOCIETY  OF  USA  & MEXICO 

October  1 0-1  3,  1 973 
Tucson,  Arizona 

SPONSOR:  Medi  cal  Society  of  the 
United  States  and  Mexico 

CONTACT: 

Mrs.  Virginia  E.  Bryant,  Exec.  Sec'y. 

333  West  Thomas  Road,  Suite  No.  207 
Phoenix,  AZ  8501  3 


20th  ANNUAL  SCIENTIFIC  ASSEMBLY 

Arizona  Academy  of  Family  Physicians 
October  17-25,  1973 
Honolulu,  Hawaii 

SPONSOR:  Arizona  Academy  of  Family 
Physicians 

CONTACT: 

Mrs.  June  Boykin,  Executive  Secretary 
Arizona  Academy  of  Family  Physicians 
3627  North  60th  Street 
Scottsdale,  AZ  85251 


CLINICAL  PSYCHIATRIC  CONFERENCE 

Weekly  Wednesdays  1 1 :40-l  2:45 
Coconino  Room,  Maricopa  County 
General  Hospital,  Phoenix,  AZ 

SPONSOR:  Maricopa  County  General 
Hospital,  Dept,  of  Psychiatry 

CONTACT: 

Donald  J.  Holmes,  M.D. 

Maricopa  County  General  Hospital 
2601  E.  Roosevelt 
Phoenix,  AZ 

Approved  for  1 elective  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


CONTINUING  EDUCATION  SEMINARS 
FOR  PRACTICING  PSYCHIATRISTS 

Monthly  — Thursday,  7:30  p.m. 

SPONSOR:  Department  of  Psychiatry 

College  of  Medicine,  Univ.  of  Arizona 

CONTACT: 

Alan  I.  Levenson,  M.D. 

Dept,  of  Psychiatry 
Univ.  of  Arizona 
Arizona  Medical  Center 
Tucson,  AZ  85724 

Approved  for  2 required  hours  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


CARDIOLOGY  SEMINAR  & CLINICAL 
CONFERENCE 

Every  Thursday  Evening 
6:45-7:45,  8:00-9:30 
Auditorium,  Univ.  Hospital 

SPONSOR:  Sect  ion  of  Cardiology 
University  of  Arizona 

CONTACT: 

Gordon  A.  Ewy,  M.D. 

Frank  I.  Marcus,  M.D. 

Univ.  of  Arizona  Medical  Center 
Tucson,  Arizona  85711 

Approved  for  2 required  hours  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 
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Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


"SZEufftmf 

Since  t920t 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 
TO  ftSSE  STORE 


2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


NEW  LUXURY  FOUR  STORY 
MEDICAL  BUILDING 

Arizona  Medical  Plaza 
1 728  West  Glendale  Avenue 
Phoenix,  Arizona 

Ninety  percent  occupied  needs  the  following 
physicians:  Neurologist;  Neurosurgeon;  Physi- 
cal Medicine  Specialist;  Gastroenterologist;  Al- 
lergist; Chest  Psysician  and  General  Practi- 
tioner. Please  call  Mr.  Bob  Ballard  264-1039. 


Medical  Transcription 
For  Physicians  and 
Hospitals 


MULLEN  MEDICAL  SERVICE 


4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1702 
100  W.  Clarendon  — Phoenix 
Telephone  263-8526 


ARIZONA  MEDICINE 


COLLECTION  PROBLEMS? 

Over  four  years  of  experience  in  Arizona  has 
proven  that  our  system  produces  excellent  re- 
sults using  "soft  collection"  methods  at  costs 
averaging  10%  of  moneys  recovered.  We  have 
documented  cases  of  recovery  costs  as  low  as 
2%.  Paid  accounts  are  the  best  accounts.  Call 
or  write:  American  Billing  Corporation  — 4014 
N.  7th  Street  — Phoenix,  Arizona  85014  — 
265-4729. 


WANTED 

GENERAL  SURGEON,  Board  certified  or  elig- 
ible, preferably  experienced  in  vascular  sur- 
gery, to  join  busy  30-man  group  in  Tucson, 
Arizona.  Good  surgery,  good  associates,  good 
living.  Contact  D.  L.  Harris,  M.D.,  or  D.  J. 
Heime,  M.D.  c/o  The  Tucson  Clinic,  116  N. 
Tucson  Blvd.,  Tucson,  AZ. 


WANTED 

Board  Certified  Internist  for  emergency  cover- 
age during  several  short  periods  this  summer. 
Remuneration  more  than  average.  If  interested, 
write  details  of  background  and  enclose  pic- 
ture. P.  O.  Box  2003,  Phoenix,  AZ  85001. 


THE  MEDICAL  CENTER 

NOW,  AVAILABLE  FROM  ArMA 

1313  North  2nd  Street  — Phoenix 

Omc  insurance  ^Jorvn 

There  are  presently  available  four  office  suites 
suitable  not  only  for  doctors  offices,  but  for 
other  professionals  (lawyers,  insurance  com- 
panies, accountants,  etc.) 

*~J-or  ^/tll  CZ'faintB 

ORDER  YOURS  TODAY  AND  STOP  THE 

Three  of  the  suites  are  small  (approximately 
1000  square  feet.)  One  is  large  (4004  square 
feet)  and  ideal  for  group  of  joint  practice. 

CONFUSION  OF  MULTIPLE  INSURANCE  FORMS 
samples  available  on  request 

Rental  rate  is  $5.50  per  square  feet  per  year  (!) 

COST:  $1 .50  per  hundred 

Ihe  location,  one  block  south  of  the  Phoenix 
Library,  is  at  the  edge  of  the  proposed  Cen- 
tral (Freeway)  Park.  Close  to  major  hospitals 
and  traffic  arteries,  the  building  is  neverthe- 
less sufficiently  distant  from  major  traffic  ar- 
teries to  ensure  an  atmosphere  of  quiet  pres- 
tige. 

To:  Arizona  Medical  Association 
810  West  Bethany  Home  Rd., 

Phoenix,  AZ.  85013 

Please  send  me  hundred  approved 

insurance  forms  costing  $1.50  per  hundred. 

If  interested  contact: 

Name  

R.  i.  H.  Duisberg,  M.D. 
Phone:  254-5161 

Address  

Bill  Me:  □ Payment  Enclosed:  Q 

520  JULY  1973  • xxx  • 7 


Index  to  Advertisers 


Abbott  Laboratories 

Selsun  455 

American  Billing  Corp 520 

Arizona  Academy  of  Family  Physicians  460 

Arizona  Laminating  Co 509 

Arizona  Medical  Plaza 519 

B & B Industries  516 

Breon  Labs 

Bronkotabs  416 

Burroughs  Wellcome 

Empirin  w/Codeine  505 

Camelback  Hospital  514 

Camelback  Professional  Bldg 513 

Casa  de  Medicas 509 

Classified  519,  520 

Doctors  Central  Directory  519 

Flint  Laboratories 

Travase  511,  512 

HBA  Life  Insurance  510 

Hobby  Horse  Ranch  School  509 

The  Hunt  Club 514 

Eli  Lilly  & Co. 

Darvocet-N  462 


Medical  Bookstore  509 

Medical  Center  X-Ray  & Clinical  Labs 513 

The  Medical  Center  520 

Mullen  Medical  Service  519 

National  Casualty  Co 508 

Pharmacy  Directory  519 

Pharmaceutical  Manuf.  Assoc 450,  451 

Roche  Laboratories 

Dalame  Second  Cover,  447 

Efudex  458,  459 

Valium  454 

Roswell  Bookbinding  516 

Safari  Hotel  516 

G.  D.  Searle 

Pro-Banthine  522,  Third  Cover 

Danny  T.  Seivert 

Insurance  519 

Smith,  Kline  & French 

Dyazide  448 


Stuart  Pharmaceuticals  Division  of 


Ici  American  Inc. 

Kinesed  452,  453 

Travelers  Insurance  Companies  515 

Valley  National  Bank  460 

Wallace  Pharmaceuticals 

Rondomycin  456,  457 


ARIZONA  MEDICINE  521 


“Antiacid”  action 
for  ulcer  patients... 


...  : 


UBRAKT 

U«,  SAN  mANCISCO 


What  the  Sleep  Research 
Laboratory  recorded 
about  DALMANEsleep...1 

(flurazepam  HCI) 

□ reduced  sleep  latency 

□ decreased  time  awake  after  sleep  onset 

□ increased  total  sleep  time 

The  polygraphic  techniques  of  the  sleep  research  laboratory  have 
objectively  documented  the  value  of  Dalmane  (flurazepam  HCI)  for 
patients  with  difficulty  falling  asleep  or  staying  asleep. 

Hundreds  of  hours  of  monitored  sleep1-9  have  shown  that  one 
30-mg  capsule  of  Dalmane  at  bedtime  generally  induced  sleep 
within  17  minutes,  significantly  reduced  time  awake  after  sleep  onset 
and  provided  7 to  8 hours  of  sleep.  Dalmane  effectiveness  was  main- 
tained even  over  14  consecutive  nights  of  administration,  demon- 
strating the  consistent  effectiveness  of  Dalmane. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of 
insomnia  characterized  by  difficulty  in 
falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning 
awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia 
is  often  transient  and  intermittent,  pro- 
longed administration  is  generally  not 
necessary  or  recommended. 

Contraindications:  Known  hypersen- 
sitivity to  flurazepam  HCI: 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e  g.,  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15 


years  of  age.  Though  physical  and 


psychological  dependence  have  not 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addic- 
tion-prone individuals  or  those  who 
might  increase  dosage. . 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg 
to  preclude  oversedation,  dizziness  and/ 
or  ataxia.  If  combined  with  other  drugs 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive 
effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tend- 
encies. Periodic  blood  counts  and  liver 
and  kidney  function  tests  are  advised 
during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drows- 
iness, lightheadedness,  staggering, 
ataxia  and  falling  have  occurred,  partic- 
ularly in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 


heartburn,  upset  stomach/nausea,  vomit- 
ing, diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpita- 
tion's, chest  pains,  body  and  joint  pains 
and  GU  complaints.  There  have  also 
been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypo- 
tension, shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  exces- 
sive salivation,  anorexia,  euphoria,  de- 
pression, slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical 
reactions,  e.g.,  excitement,  stimulation 
and -hyperactivity,  have  also  been  re- 
ported in  rare  instances. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  30  mg  usual 
dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients: 

15  mg  initially  until  response  is 
determined. 

Supplied:  Capsules  containing  15  mg 
or  30  mg  flurazepam  HCI. 


What  the 
patients  reported 
when  they  awoke1 


□ more  rapid  sleep  induction 

□ increased  duration  of  sleep 

The  utility  of  any  sleep  medication  depends,  ultimately,  on  patient 
acceptance.  For  this  reason,  sleep  laboratories  evaluating  Dalmane 
(flurazepam  HCI)  have  obtained  the  patients'  own  estimates  of  their 
sleep  immediately  on  awakening  in  the  morning.  These  subjective 
evaluations  have  been  in  strong  agreement  with  the  polygraphic 
records,  confirming  polygraphic  evidence  of  Dalmane  effectiveness 
compared  to  placebo. 
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DALMANE 

(flurazepam  HCI) 

When  restful  sleep  is  indi 


One  30-mg  capsule  h.s—  usual  adult  dosage 
[15  mg  may  suffice  in  some  patients). 

One15-mg  capsule  A7.s. — initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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When  the  asthmatic 
can  anticipate 
the  attack 

Bronkotabs 

Each  tablet  contains  ephedrine  sulfate  24  mg;  theophylline  100  mg; 
glyceryl  guaiacolate  100  mg;  phenobarbital  8 mg 


(warning:  may  be  habit-forming). 


can  help  forestall  or  relieve  it 


Why  day  to  day  maintenance  therapy  with 
Bronkotabs  helps  control  asthmatic  attacks: 

Bronkotabs  relieves  bronchospasm  to 
open  airways  and  help  keep  them  open. 

Bronkotabs  thins  mucus  to  help  clear 
the  tracheobronchial  tree.  Bronkotabs 
decongests  bronchiolar 
mucosa  to  improve  the 
passage  of  air. 

Economical  long- 
term therapy. 


PRECAUTIONS  AND  ADVERSE 
EFFECTS:  Sympathomimetic  side 
effects  are  minimal,  and  there  are  none 
of  the  dangers  or  side  effects  associ- 
ated with  steroid  therapy.  However, 
frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleepless- 
ness. Should  be  used  with  caution  in 
the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsi- 
ness may  occur.  Ephedrine  may  cause 
urinary  retention,  especially  in  the 
presence  of  partial  obstruction,  as  in 
prostatism. 

DOSAGE:  Adults,  one  tablet  every 
three  or  four  hours,  four  or  five  times 
daily.  Children  over  six,  one-half  the 
adult  dose.  Children  under  six,  as 
directed. 

SUPPLIED:  Bottles  of  100  and  1,000 
tablets. 
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BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 
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This  Scanning  Electron  Micrograph  (7000  X)  is  the  first  3-dimensional  view  of  a cell  in  an  ulcerated  duodenum.  The 
center  is  completely  denuded,  surrounded  by  fairly  well-preserved  microvilli.  This  SEM  photomicrograph  was  taken 
from  a scientific  exhibit  which  won  the  Hull  Award  as  the  “best  exhibit  on  original  research  or  instruction  on  a medical 
subject”  at  the  A.M.A.  Clinical  Convention,  November  26-29,  1972,  in  Cincinnati,  Ohio. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  ( e.g .,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 


prone  individuals  or  those  who  might  increase  dosage;  withdraw 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  c 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedatioi 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated ) . Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  {e.g.,  excitement,  stimulation  and  acute  rage)  have  bee 


The  Tireless  Man 

whose  duodenal  ulcer  needs  a rest 

Up  early,  home  late,  often  with  a scratch  pad  filled  with  notes,  figures,  plans.  A few  hours’ 
sleep  and  then  another  long  day.  This  is  often  the  routine  of  the  tireless  hard-driver,  one- 
man  committee  with  enough  overwork  and  stress  to  wear  out  several  men.  But  his  duodenal 
ulcer  may  warn  him  with  sharp  discomfort  that  he  had  better  ease  up,  let  some  things  go, 
and  give  himself— and  his  ulcer— a rest. 

The  need  to  reduce  G.I. 
hypermotility  and  hypersecretion 

Overwork  together  with  overanxiety  are  often  principal  factors  in  exacerbating  a duodenal 
ulcer.  To  help  reduce  the  increased  gastric  secretions  and  hypermotility,  therapy  may  need 
to  include  treatment  for  associated  undue  anxiety— which  is  where  dual-action  Librax  can 
be  highly  useful. 


The  dual  nature  of  Librax 

Only  Librax  combines,  in  one  capsule,  the  antianxiety  action  of  Librium®  (chlordiaz- 
epoxide  HC1)  and  the  antisecretory  action  of  Quarzan®  (clidinium  Br) . As  an  adjunct  to  a 
therapeutic  regimen,  Librax  may  help  relieve  both  somatic  and  associated  anxiety  factors 
that  often  contribute  to  the  exacerbation  of  duodenal  ulcer  symptoms. 


Up  to  8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  should  be  adjusted  to  your  patient’s  requirements  — 1 or  2 
capsules,  3 or  4 times  daily.  Rx:  Librax  #35  for  initial  evaluation  of  patient  response 
to  therapy.  Rx:  Librax  # 1 00  for  follow-up  therapy-this  prescription  for  2 or  3 weeks’ 
medication  can  help  maintain  patient  gains  while  permitting  less  frequent  visits. 


For  the  anxiety-linked  symptoms 
of  duodenal  ulcer 


adjunctive 


Librax 


ROCHE 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 


reported  in  psychiatric  patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 

When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation,  extra- 
pyramidal  symptoms,  increased  and  decreased  libido— all  in- 
frequent and  generally  controlled  with  dosage  reduction;  changes 


in  EEG  patterns  (low-voltage  fast  activity) may  appear  during 
and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally 
with  chlordiazepoxide  hydrochloride,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  are  typical  of  anti- 
cholinergic agents,  i.e.,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy  and  constipation.  Constipation  has  occurred 
most  often  when  Librax  therapy  is  combined  with  other  spas- 
molytics and/or  low  residue  diets. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc.- 

Nutley,  N.J.  07110 


-•^Dialogue 


s 


m 


cu 

O 


"Prescription 
drugs  - 
who  should 
determine  the 
maker?" 


"Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  of 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  former 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 


ft: 


Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  in- 
crease in  Blue  Shield  rates,  Dr.  Blas- 
ingame’s  newsletter  had  this  to  say: 
“In  general,  it  can  be  said,  MD’s 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  their 


Dispenser  of 
Medicine 

Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 
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patients... 

"True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  world 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  economic 
impact.  The  economics  of  health  care 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 

Maker  of 
Medicine 

C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 
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When  the  pharmacist  recom- 
mends that  a drug  product  other  than 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 

Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  neces- 
sary for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  the 
unilateral  decision  of  the  pharmacist, 
made  in  the  absence  of  clinical  knowl- 
edge of  the  patient,  could  expose  him 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothing 
in  the  pro-substitution  argument  that 
offsets  these  risks. 


Advertisement 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledge 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degree, 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  need 
expert  knowledge  of  no  more  than  25 


Duld  be  an  obligation  of  medical 
actice . . . 

“Medical  societies  ought  to  con- 
st continuing  campaigns  to  point 
: the  substantial  savings  that  could 
realized  thru  deductible  insurance 
j protection  for  catastrophic  ill- 
;s.  At  the  very  least,  they  should,  in 
patients’  interest,  question  the 
tics  of  any  insurance  organization 
t raises  health  care  costs  by  forc- 
policyholders  to  buy  insurance 
y may  not  need  or  want  and  prob- 
y won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
to  the  economic  consequences  of 
ir  decisions.  Too  many,  for  ex- 
ple,  habitually  hospitalize  patients 
the  convenience  of  the  MD.  It’s 
isense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
:ies,  have  unhesitatingly  appealed 
heir  patients  for  support  in  the 
it  against  government  interference 
i the  private  practice  of  medicine. 

] the  public  in  the  past  has  re- 
nded.  It’s  time  the  American  Med- 
Association  and  state  and  local 
dical  societies  paid  off  the  debt  by 
: isive  action  to  hold  down  the  cost 
'nedical  care.” 

t of  Drugs 

Insurance  rates  and  hospital 
rges  are  only  two  factors  in  health 


10  drugs  that  he  selects  to  treat  the 
' jority  of  conditions  encountered  in 
i practice.  Moreover,  the  physi- 
ii’s  choice  of  a specific  brand  is 
• ed  on  his  knowledge  of  the  pa- 
1 t’s  medical  history  and  current 
dition,  and  his  experiences  with 
particular  manufacturer’s 
duct. 

Some  substitution  proponents 
lie  argued  that  the  dispensing  of  a 
iscription  is  a simple  two-party 
faction  between  the  pharmacist 
the  patient,  and  that  a substitut- 
i pharmacist  may  avoid  even  a 
1 inical  breach  of  contract  by  simply 
: tying  the  patient  that  he  is  making 
substitution.  I would  judge  that 
courts  would  be  sympathetic 
ard  a pharmacist  who  substituted 
I lout  physician  approval  and  who 
ertook  a legal  defense  that  seeks 
lake  the  patient  responsible  for 
pharmacist’s  actions. 

uced  Prescription  Prices? 

Substitution  advocates  are 
jgesting  to  the  consumer,  and  par- 
e f'larly  the  consumer  activist,  that 
-iced  prescription  prices  could 
w legalization  of  substitution, 
have  seen  absolutely  no  evidence 
Jstify  this  claim.  To  the  contrary, 
erience  in  Alberta,  Canada,  where 
stitution  is  authorized,  suggests 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  longthey 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist’s  Role  in 
Product  Selection " from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


cates  as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?’’ 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.C.  20005 


ARIZONA  MEDICINE 


Address  all  correspondence  to  the 
Journal  Offices 
810  W.  Bethany  Home  Rd., 

Phoenix,  Arizona  8501  3 

Bruce  E.  Robinson 
Business  Manager 

National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE" 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced, on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  eltective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher-tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults-  600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS) , total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  'Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syruo  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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Delivers  from  the  very  first  dose: 

studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomycin  300 

* - Capsules 


[mcbtiacyclinc  HCI] 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


IQUID 


MYLANTA 


TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 
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Bio-Science 


Reports 


Plasma  Testosterone 
as  a Diagnostic  Aid 
in  Adult  Women 

Although  controversy  still  persists  as  to  the  clini- 
cal value  of  plasma  versus  urinary  androgen  assays, 
the  consensus  is  that  free  hormone  levels  in  plasma 
more  closely  reflect  the  physiological  effects  at  the 
target  tissues.  As  with  other  hormones,  the  testos- 
terone level  in  plasma  reflects  a result  of  alterations 
of  both  the  production  rate  and  the  metabolic  clear- 
ance rate. 

The  advent  of  new  assay  technics  has  enabled 
the  laboratory  to  measure  with  accuracy  and  specific- 
ity the  low  levels  of  testosterone  found  in  women  and 
prepubertal  children.  The  competitive  protein-binding 
method  we  formerly  used,  published  by  the  Research 
Staff  at  Bio-Science(l),  was  recently  superseded  by  a 
new  radioimmunoassay  procedure'21  with  significantly 
greater  sensitivity. 

The  range  of  plasma  testosterone  in  normal  adult 
females  extends  from  30  to  95  nanograms/100  ml. 
(1  ng  = .001  microgram).  Although  there  is  no  evi- 
dence of  a diurnal  variation  in  women,  plasma  levels 
are  higher  during  the  ovulatory  and  luteal  phases  of 
the  cycle.  During  pregnancy  the  concentration 
increases  significantly  but  has  no  relationship  to  the 
sex  of  the  fetus. 


Polycystic  Ovary 
(Stein-Leventhal  Syndrome): 

Levels  were  found  to  be  above  normal  (100- 
300  ng/100  ml.)  in  one  study'31.  ACTH  or  glucocorti- 
coid administration  resulted  in  a drop  in  testosterone 
levels'41. 

Idiopathic  Hirsutism: 

Plasma  testosterone  levels  in  these  cases  range 
from  30  to  300  ng/100  ml.  Variable  effects  on  the 
testosterone  levels  have  been  reported  following 
ACTH,  HCG  and  FSH  administration.  Synthetic  gluco- 
corticoid or  estrogen-progesterone  combinations 
reduce  elevated  levels  to  the  normal  range'3'51. 

Virilizing  Tumors: 

Arrhenoblastomas,  dermoids,  malignant  tera- 
tomas and  possibly  other  tumors  may  secrete  testos- 
terone. 

Specimen  Required: 

2 ml.  serum  or  plasma.  Specimens  are  stable 
without  refrigeration  or  preservative  for  7 days. 

References: 
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2.  Thorneycroft,  I.  H.  and  Stone,  S.  C.,  Contraception,  5:129,  1972 

3.  Bardin,  C.  W.  and  Mohoudeau,  J.  A.,  Ann.  Clin.  Res.,  2:251,  1970 
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Main  Lab:  7600  Tyrone  Ave., 

Van  Nuys,  California  91405 

Philadelphia  Branch: 

116  So.  Eighteenth  St., 

Philadelphia,  Pa.  19103 


Bio-Science  Laboratories 

7600  Tyrone  Avenue 
Van  Nuys,  California  Dept.  A 
or 

116  So.  Eighteenth  St. 

Philadelphia,  Pa.  19103 

Gentlemen:  Please  send  me,  without  obligation: 

Q A copy  of  your  Handbook  of  Specialized 
Diagnostic  Laboratory  Tests 

□ A lab  pack  containing  a small  supply  of 

postage-paid  mailing  containers  and  Fee  Schedule 

Q Information  on 

(write  in  name  of  test) 


Name 


Address 


City  State  Zip 


1 


FREE 

HANDBOOK  OF  SPECIALIZED 
DIAGNOSTIC  LABORATORY  TESTS 


This  200-page  book,  now  in  its  tenth 
edition,  is  a uniquely  informative 
source  to  keep  you  up-to- 
date  on  the  newer  labo- 
ratory tests,  such  as 
testosterone  and  other 
androgens,  available  to 
clinicians.  You  will  find  it  a 
handy  reference  guide  for 
normal  values  and  quicksum- 
mations  on  tests  which  can 
aid  in  your  diagnostic  prob- 
lems. Copies  are  available  to 
physicians  and  lab  personnel 
without  obligation.  Simply  fill  out 
and  mail  this  coupon. 


WHEN 

THE  SQUEEZE 
ISON... 


KINESED 
RELEASES  SPASM 

Kinesed®  can  effectively  counteract  the  spasm,  hypermotility 
or  hypersecretion  that  often  occurs  in: 

gastroenteritis/colitis 
peptic  ulcer 
gastritis/duodenitis 
spastic/irritable  colon. 

Provides  belladonna  alkaloids  for  potent  antispasmodic  and 
antisecretory  action. 

Also  provides  simethicone  for  accompanying  distention 
and  pain  due  to  gas.  And  phenobarbital— for  associated  anxiety 
and  tension. 

Contraindications:  Hypersensitivity  to  barbiturates 
or  belladonna  alkaloids,  glaucoma,  advanced 
renal  or  hepatic  disease. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma,  bladder  neck 
obstruction  or  unnary  bladder  atony  Prolonged 
use  of  barbiturates  may  be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria, 
and  other  atropine-like  side  effects  may  occur  at 
high  doses,  but  are  only  rarely  noted  at 
recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four 
times  daily  Dosage  can  be  adjusted  depending 
on  diagnosis  and  seventy  of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet 
three  or  four  times  daily  Tablets  may  be  chewed 
or  swallowed  with  liquids. 

KIIMESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital 
(warning:  may  be  habit-forming),  0. 1 mg.  hyoscyamine 
sulfate;  0.02  mg.  atropine  sulfate,  0.007  mg.  soopolamine 
hydrobromide;  40  mg.  simethicone. 


STUART  PHARMACEUTICALS  I Div  oi  ICI  America  Inc. 
WILMINGTON,  DEL.  19899 


What  it  means 
to  live  and  work  ii 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  1 9.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  similar  population,  wherever 
people  work  or  play  out-of-doors. 


Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


I I Persons  without  solar  keratoses  HI  Persons  with  solar  keratoses 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Solar,  actinic,  senile  keratoses 

Called  by  many  names,  the  typical  lesion  is  flat 
or  slightly  elevated,  brownish  or  reddish  in 
color,  papular,  dry,  adherent,  rough,  sharply 
defined;  usually  multiple  lesions,  chiefly  on 
exposed  portions  of  the  skin. 

Sequence/selectivity  of  response 

Erythema  in  areas  of  lesions  may  begin  after 
several  days  of  therapy;  height  of  reaction 
(only  in  affected  areas)*  usually  occurs  within 
two  weeks,  declining  after  discontinuation  of 
therapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
to  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
dence of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
with  care  near  the  eyes,  nose  and  mouth. 

5%  cream-a  Roche  exclusive 

Only  Roche  formulates  the  5 % cream . . . 
high  in  patient  acceptability . . . high  in  clinical 
efficacy,  especially  for  lesions  of  hands  and 
forearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningatapplication  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia: 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Your  bookkeeper  still  hasn’t  talked  to  Monica? 


r 

! 

1 

5? 
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Maybe  we  should  introduce  them. 
If  you  average  over  100  customer  statements  a month,  our 
talking  computer,  Monica,  can  be  very  helpful. 
You  call  a special  Valley  Bank  number,  using  any  ordinary 
touch-tone  telephone.  Our  computer  will  answer  — in  a 
clear,  human  voice.  Then,  step  by  step,  our 
computer  will  describe,  by  voice,  how  to  record 
your  transaction  — just  by  pushing  buttons 

on  the  phone. 

All  information  you  send  is  automatically 
repeated,  by  voice,  to  assure  accuracy.  And  you 
get  an  instant  balance  for  final  verification. 
On  cut-off  each  month,  all  the  paper  work  is 
handled  automatically.  Statements  are 
mailed  within  48  hours. 
Call  261-1665  in  Phoenix  — or  792-7370  in 
Tucson  and  we’ll  introduce  you  to  our  Monica. 

We  think  it’s  time  the  two  of  you  had 
a nice  little  chat. 


Valley  National  Bank 
Business  Systems  Division 


wIien  tUe  surF  s up... 
wliERE  will  you  bE? 

IN  HAWAII 

(WE  HOPE) 

FROM  OCTOBER  17  THROUGH  OCTOBER  25, 1973 

Attending 

The  20th  Annual  Scientific  Assembly 

of  the 

Arizona  Academy  of  Family  Physicians 

For  Information— Contact: 

June  Boykin,  Executive  Secretary,  Arizona  Academy  of  Family  Physicians 
3627  N.  60th  Street  — Scottsdale,  Arizona  85251 
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Colic?  Diarrhea?  Eczema?  Asthma? 
Rhinorrhea?  Fretfulness?  Fitful  Sleep? 

Soyalac  is  often 
the  answer. 

This  ailing,  wailing  syndrome  in  infants  (and  older 
children)  is  all  too  familiar.  Fortunately,  the  physician 
has  at  his  command  a trusted  ally:  milk-free,  fibre- 
free,  hypo-allergenic  Soyalac. 

Soyalac  is  palatable,  readily  digested  and  assim- 
ilated. It  simulates  human  milk  in  appearance,  taste, 
texture.  It  is  complete  with  vitamins  and  minerals. 

It  is  equally  suitable  for  children  and  adults  allergic 
to  cow’s  milk. 

Through  the  years  Soyalac  has  proved  its  value 
— in  promoting  growth  and  development  — as  attested 
by  extensive  clinical  data. 

Free  samples  and  literature  on  request. 

A simple  note  on  your  prescription  form  will  do. 

Now  available  in  3 forms: 

Concentrated  Liquid, 

Ready-to-Serve,  Powdered 

a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA  92505 
Mount  Vernon,  Ohio  43050,  USA 
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Hair  styles  come  and  go, 

but  Selsun  ^(SELENIUM  SULFIDE  LOTION) 

remains  a classic  for  dandruff 


Since  1951,  Selsun  has  proven  to  be  effective  in  treating  dandruff 
and  seborrheic  dermatitis.  When  your  patient  is  tormented  by 
itching  and  scaling,  provide  the  relief  that  only  you  can  prescribe 
. . . Selsun . . . classic  anti-dandruff  therapy. 

Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or  irritation  may 
result.  Avoid  application  to  inflamed  scalp  or  open  lesions.  Occasional 
sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  2 Vi  % , w/v  in  aqueous  suspension;  also  contains: 
bentonite,  sodium  alkyl  aryl  sulfonate,  sodium  phosphate  (monobasic), 
glyceryl  monoricinoleate,  citric  acid,  captan,  and  perfume.  302412R 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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AIR  POLLUTION  AND 
RESPIRATORY  ILLNESS 

MICHAEL  D.  LEBOWITZ,  Ph.D. 

BENJAMIN  BURROWS,  M.D. 

Recent  laboratory  investigations  indicate  that 
air  pollutants  are  capable  of:  1)  increasing  sus- 
ceptibility to  respiratory  infections;  2)  inducing 
the  abnoramlities  of  chronic  bronchitis;  3)  setting 
the  stage  for  development  of  pulmonary  emphy- 
sema; and  4)  aggravating  the  physiological 
changes  of  patients  with  chronic  respiratory  dis- 
eases. Numerous  epidemiological  studies  have 
confirmed  that  these  adverse  effects  do  occur  in 
the  real  life  situation.  Available  data  suggest 
that  the  severity  of  the  effects  is  related  to  the 
the  level  of  air  pollution.  There  is,  as  yet,  no  con- 
clusive evidence  that  a safe  “threshold  level" 
exists. 

Despite  numerous  studies  documenting  a rela- 
tionship between  air  pollution  and  respiratory 

Pulmonary  Disease  Section,  University  of  Arizona,  College  of 
Medicine,  Arizona  Medical  Center,  Tucson,  Arizona  85724. 
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illness,  doubts  are  still  expressed  concerning  the 
effect.  It  is  the  purpose  of  this  paper  to  review 
briefly  the  reasons  for  this  persisting  confusion 
and  to  summarize  the  present  state  of  knowl- 
edge in  the  field. 

Difficulties  in  Interpretation 

Several  factors  make  it  difficult  to  interpret 
the  air  pollution  literature: 

1.  The  a priori  assumption  that  any  adverse 
health  effects  of  air  pollution  should  be 
ascribable  to  one  particular  component  of 
contaminated  air  and  associated  with  a uni- 
que air  pollution-caused  disease. 

2.  The  complex  nature  of  air  pollution  and  its 
interrelationships  with  climatic  conditions 
and  geography.  The  statistics  required  for 
analysis  of  such  multifactorial  effects  are 
difficult  to  understand. 

3.  Tire  use  of  insensitive  or  inappropriate  tech- 
niques in  some  studies  of  air  pollution  ef- 
fects. 

4.  The  over-zealous  attempts  of  some  investi- 
gators to  prove  a health  effect  leading  to 
over-interpretation  of  data. 

5.  The  impossibility  of  carrying  out  ideal  ex- 
periments to  demonstrate  and  quantify  the 
health  effects  of  air  pollution  in  the  real 
life  situation. 

These  difficulties  should  not  becloud  the  fact 
that  an  impressive  number  of  scientifically  valid 
studies  have  confirmed  that  pollutants  in  ordin- 
ary urban  air  can  and  do  have  a deleterious  ef- 
fect on  human  health.1'5  The  studies  are  of  two 
general  types,  controlled  laboratory  experiments 
and  epidemiological  investigations. 

Laboratory  Studies 

In  the  past,  laboratory  studies  were  concerned 
primarily  with  demonstrating  acute  physiological 
changes  resulting  from  air  pollution  exposure.  In 
many  of  these  experiments,  physiological  changes 
were  noted  only  with  intense  or  unusual  condi- 
tions of  exposure  to  pollutants  and  such  experi- 
ments have  been  quoted  as  evidence  against  a 
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health  effect  of  usual  urban  levels  of  pollution. 
Recent  studies,  however,  indicate  that  methods 
for  measuring  the  effects  were  too  crude  or  that 
the  wrong  type  of  health  effects  were  sought. 
Indeed,  if  acute  spirometric  changes  had  occur- 
red in  normal  subjects  with  ordinary  levels  of 
environmental  pollution,  it  is  doubtful  that  life 
in  our  major  cities  would  be  at  all  tolerable.  A 
number  of  newer  studies  have  shown  significant 
effects  of  various  pollutants,  both  reducing  type 
and  photo-oxident  type*,  on  more  sensitive  indi- 
cators of  lung  function  such  as  airways  resis- 
tance, diffusing  capacity  and  exercise  perform- 
ance.1-8 Ozone  and  nitrogen  dioxide  have  also 
been  shown  to  enhance  paroxysms  of  anaphylac- 
tic dyspnea  in  guinea  pigs.18  Such  studies  sug- 
fest  that  patients  with  chronic  respiratory  dis- 
eases such  as  asthma  or  chronic  bronchitis  might 
have  an  exacerbation  of  symptoms  when  exposed 
to  air  pollutants. 

Current  laboratory  studies  are  focusing  on  the 
effects  of  pollution  on  lung  defense  mechanisms, 
especially  the  alveolar  macrophage  system.  This 
system  is  impaired  by  exposure  to  quite  low 
levels  of  certain  pollutants,  slowing  bacterial 
clearance  and  increasing  susceptibility  to  lower 
respiratory  infection.9-14  In  the  experimental  ani- 
mal, enhancement  of  mortality  from  streptococ- 
cus infection  has  been  shown  after  a three  hour 
exposure  to  as  little  as  0.08  parts  per  million  of 
ozone,  a level  commonly  found  in  ordinary  oxi- 
dant type  air  pollution.15  Intermittent  exposure 
to  as  little  as  0.5  parts  per  million  of  nitrogen 
dioxide  over  a three  month  period  not  only  in- 
creases susceptibility  to  infection  but  leads  to 
structural  changes  in  the  lungs.9  The  data  indi- 
cate a clear  dose-effect  relationship.  Other  stu- 
dies have  shown  effects  on  macrophage  metabo- 
lism from  exposure  to  minute  quantities  of  ozone, 
causing  one  to  doubt  that  any  real  tolerance 
( “safe” ) levels  exist.2, 14-17 

Sulphur  dioxide  does  not  produce  the  changes 
in  macrophage  function  which  are  so  readily 
demonstrated  with  components  of  oxidant  smog. 
But  sulphur  dioxide  does  lead  to  bronchial 
changes  which  closely  resemble  those  seen  in 
human  chronic  bronchitis.19  The  known  effects 
of  pollutants  on  the  bronchial  mucosa  lead  one  to 

*The  reducing  type  of  pollution  contains  oxides  of  sulfur  (from 
fossil-fuel  burning)  and  suspended  particulate  matter  and  is  pre- 
valent predominantly  in  winters  in  urban,  industrial  areas  (e.g.. 
New  York,  London).  The  photo-oxidant  type  of  pollution  contains 
ozone  and  oxides  of  nitrogen,  and  is  derived  primarily  from  auto- 
mobile exhausts  which  undergo  photochemical  reactions  when  ex- 
posed to  sunlight.  It  is  the  type  of  smog  for  which  Los  Angeles 
is  famous. 


expect  a high  prevalence  of  chronic  bronchitis  in 
human  subjects  exposed  to  air  pollutants  over  a 
long  period  of  time.  The  total  impact  of  reduc- 
ing type  (SO2  containing)  air  pollution  has  not 
yet  been  studied  carefully  enough  in  the  experi- 
mental animal.  In  view  of  the  epidemiological 
data  mentioned  below,  it  is  highly  likely  that 
some  combination  of  components  in  such  smog 
does  increase  susceptibility  to  respiratory  infec- 
tion. This  may  be  related  to  impaired  broncho- 
ciliary  function.  Impairment  of  ciliary  activity 
has  been  demonstrated  following  exposure  to  a 
wide  variety  of  irritants.19  These  studies  point  to 
expected  changes  in  the  frequency  and  severity 
of  acute  respiratory  infections. 

Pulmonary  emphysema  may  result  from  air 
pollution,  as  indicated  in  recent  laboratory  stu- 
dies. Emphysematous  changes  have  been  in- 
duced in  experimental  animals  by  exposure  to 
leukocytic  proteolytic  enzymes.  Such  enzymes 
are  released  from  leukocytes  involved  in  inflam- 
matory reactions  in  the  lung.  With  impaired 
macrophage  function  and  defective  bacterial 
clearance,  repeated  low-grade  pulmonary  infec- 
tions would  be  expected,  leading  to  accumula- 
tions of  leukocytes,  release  of  proteases  and 
formation  of  emphysematous  lesions.14, 19  These 
would  be  especially  likely  to  develop  when  there 
is  a limited  ability  to  neutralize  proteolytic  enzy- 
mes, as  in  subjects  with  alphai  antitrypsin  de- 
ficiency. 

Conclusion  from  Laboratory  Data: 

Several  important  conclusions  may  be  drawn 
from  available  experimental  data.  The  first  is 
that  pollutants  at  concentrations  ordinarily  found 
in  urban  air  pollution  are  capable  of  adversely 
affecting  body  functions  essential  to  respiratory 
health. 

The  second  conclusion  is  that  the  effects  of 
air  pollutants  may  be  subtle,  delayed  and  “non- 
specific.” They  may  be  manifested  by  an  in- 
crease in  seemingly  unrelated  conditions,  such 
as  acute  respiratory  infections,  emphysema,  and 
chronic  bronchitis.  The  nature  of  the  effect  (i.e. 
impairment  of  pulmonary  defense  mechanisms) 
is  such  that  one  should  not  expect  a specific 
“air  pollution”  disease. 

The  third  important  conclusion  is  that  there 
may  not  be  a true  “threshold”  for  air  pollution 
health  effects.  The  apparent  threshold  in  some 
experiments  may  represent  only  the  limitation 
in  sensitivity  of  the  test  procedures.  Available 
data  are  compatible  with  the  concept  that  some 
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subtle  adverse  effects  occur  with  any  amount 
of  exposure  and  that  there  is  a close  dose-effect 
relationship.2, 19 

Finally,  experimental  studies  point  out  the 
likelihood  that  the  adverse  effects  of  air  pollu- 
tion are  not  ascribable  to  any  single  air  con- 
taminant. Many  agents  have  been  shown  to  have 
potential  toxicity  and  evidence  is  accumulating 
that  effects  of  multiple  contaminants  are  at  least 
additive.  The  chemical  reactions  of  pollutants 
in  the  ambient  air  under  various  meteorological 
conditions  produce  mixtures  which  could  have 
synergistic  effects  on  human  health.20  At  present, 
it  is  almost  impossible  to  measure  all  these  re- 
actions and  their  products. 

Epidemiological  Studies 

Epidemiological  studies  are  necessary  to  dem- 
onstrate that  these  effects  actually  occur  in  the 
real  life  situation  and  to  quantify  the  relation- 
ships between  air  pollution  and  human  health. 
These  studies  have  dealt  with  effects  of  both 
photo-oxidant  and  reducing  type  smogs  in  urban 
environments. 

Three  different  types  of  epidemiological  stu- 
dies have  been  carried  out:  1)  attempts  to  re- 
late acute  fluctuations  in  the  health  of  indi- 
viduals living  in  a given  geographic  area  to  fluc- 
tuations in  local  levels  of  air  pollutants;  2)  com- 
parisons of  respiratory  problems  in  populations 
residing  in  areas  which  differ  in  their  levels  of 
air  pollution;  3)  observations  on  changes  in  the 
prevalence  of  respiratory  illnesses  when  air  pol- 
lution control  measures  are  introduced.  All  three 
types  of  studies  have  confirmed  effects  which 
may  be  expected  in  view  of  results  of  experi- 
mental studies. 

Difficulties  in  Design: 

In  discussing  these  data,  it  is  essential  to  note 
that  these  types  of  investigations  have  limita- 
tions due  to  their  stringent  requirements  in 
experimental  design  and  analytic  methods.  These 
requirements  are  necessary  if  valid  conclusions 
are  to  be  drawn.  Improper  design  or  analysis 
has  occasionally  led  to  an  apparent  exaggeration 
of  health  effects;  more  often  it  has  led  to  a pre- 
dictable failure  to  demonstrate  any  effects  which 
may  have  been  present.  Furthermore,  it  is  essen- 
tial to  remember  that  failure  to  demonstrate  a 
relationship  between  a specific  pollutant  and  a 
specific  health  effect  in  one  population  and  in 
one  circumstance  does  not  allow  one  to  general- 
ize that  air  pollution  has  no  effect  on  human 
health.  One  must  accept  the  fact  that  the  ad- 


verse health  effects  of  air  pollution  may  not  be 
ascribable  to  a single  air  contaminant  common 
to  all  types  of  pollution,  that  populations  may 
vary  in  their  susceptibility  to  pollutants  and 
that  health  effects  may  be  conditioned  by  a 
variety  of  other  factors  such  as  climate  and 
exposure  to  infectious  agents. 

Pollution  Disasters: 

During  periods  of  very  excessive  reducing  type 
(SO2  containing)  pollution  associated  with  cli- 
matic “inversions,”  there  is  a sharp  rise  in  deaths 
from  respiratory  illness.  The  association  of  en- 
vironmental conditions  with  increase  in  mortal- 
ity can  hardly  be  doubted  in  such  instances  as 
the  1948  Donora  disaster  or  the  1952  London 
smog.  Individuals  who  died  during  such  dis- 
asters showed  anatomical  alterations  of  the  res- 
piratory epithelial  lining,  including  metaplasia 
of  the  tracheal  epithelium,  similar  to  that  occur- 
ring after  influenzal  infections.21 

General  Health  Effects: 

Other  studies  have  confirmed  a relationship 
of  more  usual  adverse  environmental  conditions 
to  various  indices  of  acute  respiratory  illness,  in- 
cluding symptoms  of  such  illnesses,  school  ab- 
senteeism, work  absenteeism,  hospital  admissions 
and  even  serological  evidence  of  respiratory  in- 
fections. Exacerbations  of  symptoms  in  patients 
with  chronic  respiratory  diseases  and  bronchial 
asthma  have  also  been  related  to  environmental 
conditions.1, 3' 4* 5j  22  In  several  studies,  careful  sta- 
tistical analysis  has  shown  that  health  effects 
have  an  independent  relationship  to  air  pollu- 
tion per  se.  That  is,  the  effects  are  not  explained 
entirely  by  climatic  conditions,  seasonal  varia- 
tion, day-of-week  variation,  socio-demographic 
aspects  of  the  population  under  study  or  other 
known  factors.23'25  These  studies  clearly  indicate 
that  pollutants  predispose  to  or  precipitate  acute 
respiratory  illness,  an  effect  predicted  by  ani- 
mal studies  on  lung  defense  mechanisms.  Stu- 
dies comparing  these  effects  in  different  cities, 
in  different  population  subgroups  and  at  differ- 
ent times  have  shown  consistent  relationships 
between  air  pollution  and  health28  But  precise 
quantitation  of  the  air  pollution  effect  as  distinct 
from  climatic  or  virological  effects  cannot  be 
derived  from  these  data.  Most  of  these  studies 
allow  only  a measure  of  the  impact  of  the  total 
polluted  environment  on  a specific  population 
in  one  particular  locale. 

Population  Comparisons: 

Comparisons  of  populations  residing  in  areas 
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with  different  air  pollution  levels  have  confirmed 
a higher  incidence  of  respiratory  infections 
where  air  contamination  is  high.  In  addition, 
symptoms  and  lung  function  impairment  of  the 
type  expected  with  chronic  bronchitis  or  em- 
physema are  more  prevalent  in  areas  high  in 
reducing  type  air  pollution.27'31  In  these  studies, 
smoking  habits,  socio-economic  factors  and  eth- 
nic background  have  been  controlled  in  the  ex- 
perimental design  or  in  the  statistical  analysis. 
This  is  necessary  if  meaningful  results  are  to 
be  obtained.  Although  areas  compared  have 
been  similar  in  geography  and  climate,  these 
factors  cannot  be  totally  controlled. 

Both  Pittsburgh  and  London  have  provided 
an  opportunity  to  observe  effects  of  air  pollution 
control  measures.  In  both  cities,  the  incidence 
of  respiratory  infections  have  declined  since  such 
measures  were  introduced.32  Other  variables 
which  were  examined  did  not  appear  to  explain 
the  entire  effect. 

Remaining  Questions: 

It  is  possible  to  question  the  significance  of 
some  of  the  individual  epidemiological  studies 
which  have  been  reported.  An  individual  study 
may  demonstrate  a relationship  between  air  pol- 
lution and  health  but  it  rarely  proves  by  itself 
that  air  pollution  “causes”  the  respiratory  prob- 
lems. However,  considering  all  of  the  studies 
carried  out  in  various  locales  and  under  vari- 
ous conditions  and  relating  these  results  to  lab- 
oratory investigations,  there  would  seem  little 
doubt  that  there  is  a real  effect  of  urban  air 
pollution  on  respiratory  health. 

There  are  still  many  unresolved  problems  in 
regard  to  air  pollution  effects.  Photo-oxidant  type 
smog  produces  dramatic  effects  on  lung  de- 
fense mechanisms  in  the  experimental  animal 
and  leads  to  obvious  eye  and  upper  respiratory 
tract  irritation  in  human  populations.  But  other 
adverse  effects  on  human  respiratory  health  have 
been  shown  only  in  recent,  very  careful  epidem- 
iological studies  with  human  acute  respiratory 
illness.23’ 24,33'36  Some  of  the  other  effects  suggest- 
ed by  laboratory  studies  may  be  too  subtle  and 
delayed  to  be  evident  in  the  types  of  studies  this 
far  reported.  Reducing-type  pollution,  on  the 
other  hand,  has  been  clearly  incriminated  as  pre- 
disposing to  respiratory  illness  in  epidemiolog- 
ical studies,  but  the  mechanism  of  the  effect 
remains  unclear  and  more  laboratory  investiga- 
tions are  needed. 

The  importance  of  each  component  of  polluted 


air  in  producing  adverse  health  effects  has  not 
been  determined.  Most  specific  components  of 
air  pollution  cannot  be  measured  with  present 
monitoring  instruments.  Epidemiological  studies 
do  not  allow  one  to  separate  the  health  effects 
of  even  those  elements  which  are  now  meas- 
urable. At  present,  it  is  best  to  consider  air  pol- 
lution effects  in  their  totality  and  accept  that 
certain  components,  such  as  sulphur  dioxide  and 
nitrous  oxide,  while  useful  markers  for  air  con- 
tamination, may  not  be  the  most  important  dis- 
ease producing  agents.37  Since  the  contributions 
of  these  various  components  to  health  effects  is 
not  known,  one  cannot  predict  accurately  the 
effects  of  different  types  of  pollution  than  those 
which  have  been  studied.  For  example,  effects 
from  the  SO2  containing  smog  of  New  York  City 
may  not  be  comparable  to  those  from  the  SO2 
containing  pollution  present  in  some  small  com- 
munities in  the  dry,  sunny  desert  southwest.  The 
latter  environments  have  not  yet  been  subjected 
to  critical  study. 

Finally,  it  is  not  yet  possible  to  quantify  pre- 
cisely the  effects  of  air  pollutants  on  health  in 
the  real  life  situation.  The  impact  of  air  pollu- 
tion undoubtedly  depends  on  a great  many  re- 
lated factors  such  as  associated  climatic  condi- 
tions, initial  health  of  the  population,  concurrent 
exposure  to  infectious  agents  and  socio-economic 
conditions.  The  statistical  methods  needed  for 
dealing  with  such  multiplex  variables  are  still 
under  development.  But  considering  the  severity 
of  the  health  problem  created  by  very  excessive 
levels  of  air  pollution  and  the  great  prevalence  of 
those  diseases  which  have  been  related  to  more 
usual  levels  of  air  pollution,  it  is  obvious  that 
the  potential  magnitude  of  the  effect  is  great.38 

In  view  of  our  present  state  of  knowledge, 
any  level  of  any  type  of  air  contamination  must 
be  considered  as  having  some  harmful  effect  on 
respiratory  health.  Standards  which  allow  a cer- 
tain level  of  pollution  to  occur  simply  indicate 
that  society  is  willing  to  tolerate  some  amount 
of  adverse  health  effect  in  order  to  maintain 
the  non-health  benefits  of  those  activities  which 
lead  to  air  pollution. 

Directions  for  Future  Research 

What  are  the  directions  of  future  research  in 
this  field  and  how  can  future  studies  provide 
meaningful  rather  than  confusing  data?  Addi- 
tional laboratory  studies  are  needed  to  elucidate 
the  basic  mechanisms  of  air  pollution  effects, 
to  clarify  the  interactions  among  pollutants  and 
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to  determine  the  ways  in  which  their  effects  are 
modified  by  particulate  size  and  concentration 
and  by  meteorological  conditions  such  as  tem- 
perature and  humidity. 

Additional  meticulously  performed  longitud- 
inal epidemiological  investigations  are  also  need- 
ed. Effects  of  specific  types  of  pollution  other 
than  urban  smog  require  special  study.  To  quan- 
tify accurately  the  health  effects  of  pollutants, 
the  health  status  of  the  population  under  study 
must  be  predetermined.  One  must  study  the 
combined  effects  of  air  pollution,  smoking,  socio- 
economic factors,  other  exposure  factors  and 
geography.  Detailed  air  pollution  and  meteor- 
ological data  must  be  available.  It  may  then  be 
possible  to  quantify  the  effects  of  air  pollution 
on  a given  population  at  risk.  Certain  pitfalls 
which  confuse  some  previous  studies  must  be 
avoided.  For  example,  subjects  with  respiratory 
disorders  tend  to  gravitate  to  regions  reputed 
to  have  “clean  air”  and  to  avoid  areas  with 
industrial  sources  of  pollution.  Therefore,  the 
prevalence  of  respiratory  symptoms  and  illnesses 
in  industrial  communities  would  be  expected  to 
be  lower  than  in  non-industrial  areas  if  no  air 
pollution  effects  were  present.  Failure  to  dem- 
onstrate a higher  prevalence  of  respiratory  prob- 
lems in  areas  with  industrial  pollution  does  not 
indicate  that  the  pollution  has  no  effect  on  res- 
piratory health.  It  may  only  indicate  that  ill 
subjects  have  sought  less  industrialized  areas. 
Quite  sophisticated  studies  will  be  needed  to 
account  for  these  effects. 

Finally,  it  may  be  useful  to  monitor  the  fre- 
quency of  various  disease  states  which  have  been 
shown  to  have  a relationship  to  air  pollution 
in  an  attempt  to  determine  the  possible  extent 
of  air  pollution  effects.  However,  such  monitor- 
ing should  not  be  confused  with  valid  epidemio- 
logical research  and  these  data  should  not  be 
used  to  confirm  or  refute  an  air  pollution  effect 
on  health.  Furthermore,  to  be  useful  for  deter- 
mining the  extent  of  potential  problems  or  for 
measuring  trends  over  a period  of  time,  any 
monitoring  program  must  include  a mechanism 
to  assure  complete  and  standardized  reporting 
of  respiratory  infections  and  chronic  respiratory 
disorders. 
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The  following  paper  describes  the  program 
and  highlights  some  of  the  activities  of  the 
Mental  Health  Section,  Student  Health  Center, 
University  of  Arizona. 

INTRODUCTION 

For  over  60  years,  the  college  campus  and  col- 
lege students  have  been  of  specific  interest  to 
psychiatrists  and  other  mental  health  profession- 
als. From  beginning  mental  health  programs  at 
Princeton,  the  University  of  Wisconsin,  Wash- 
burn College  (now  Washburn  University  of  To- 
peka), and  Yale,  the  field  has  steadily  grown 
and  posed  challenge  to  those  interested  in  ado- 
lescent psychiatry  and  community  mental  health. 
From  the  outset,  the  University  community  has 
held  special  opportunities  for  mental  health  work 
— both  in  the  usefulness  of  treatment  services 
for  the  young  adult  at  a period  of  life  charac- 
terized by  growth  and  developing  maturity  and 
in  the  college  campus,  a setting  lending  itself 
well  to  interventions  of  a preventive  nature. 
Long  before  the  community  mental  health  move- 
ment put  focus  on  educational  and  consultative 
services,  Clements  C.  Fry,  college  psychiatry’s 
first  career  man,  was  stressing  the  importance 
of  both  treatment  and  prevention  in  the  Student 
Mental  Hygiene  Service  at  Yale.  His  program 
was  built  on  the  premise  that  the  mental  health 
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service  and  the  university  community  should 
know  each  other  well.  Knowledge  of  the  com- 
munity, its  impact  for  good  and  ill,  was  essen- 
tial to  understanding  individual  students.1  The 
interaction  between  Person  and  Environment 
was  being  discussed  and  explored  by  college 
mental  health  workers  decades  before  “P-E  fit” 
became  of  more  general  interest. 

Dana  Farnsworth,  psychiatrist  and  until  re- 
cently Director  of  University  Health  Services 
at  Harvard,  gives  estimates  of  the  extent  of  emo- 
tional distress  on  campus.  For  a University  with 
25,000  enrolled  students  (the  approximate  size 
of  the  University  of  Arizona),  one  could  expect: 
In  a year,  2,500  students  ( 10% ) will  have  emo- 
tional problems  of  sufficient  severity  to  warrant 
psychiatric  help.  Of  these,  750-1,000  will  be  de- 
pressed sufficiently  to  impair  functioning  with 
12-TO  students  attempting  suicide  and  2-7  suc- 
ceeding. In  the  year,  35-50  students  will  need 
psychiatric  hospitalization  for  treatment.2 

The  campus  community  has  relatively  well  de- 
fined community  organization,  lines  of  author- 
ity, and  caregiver  structure  — lending  itself  well 
to  informed  outreach  designed  to  prevent  emo- 
tional problems.  By  consulting  with  housemoth- 
ers, faculty  advisors,  and  others  on  campus,  the 
mental  health  staff’s  interest  extends  beyond  the 
defined  clinic  population  to  include  the  “normal 
student”  with  his  assets  and  resources.  Prevent- 
ing the  student  from  becoming  a patient  is  high 
on  the  priority  list  of  service  activities  and  en- 
gages the  staff  in  a wide  range  of  endeavors 
from  providing  indirect  services  for  dormitory 
counselors  on  the  front  lines  to  considering  in 
more  expansive  moments  how  to  build  a health- 
ier emotional  climate  on  campus. 
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CLINIC  DESCRIPTION 

In  conjunction  with  a complete  reorganiza- 
tion of  student  health  services  in  1966,  a mental 
health  program  was  established  in  the  Student 
Health  Center  at  the  University  of  Arizona.  By 
the  1972-1973  school  year,  the  staff  had  grown 
to  include  4.5  full-time  professionals  (including 
disciplines  of  psychiatry,  clinical  psychology,  and 
psychiatric  social  work)  plus  two  half-time  grad- 
uate student  trainees.  The  service  operates  from 
the  “Student  Health  Annex”  which  is  located 
in  an  academic  building  near  the  center  of 
campus.  In  addition  to  services  there,  a full  time 
mental  health  staff  member  is  located  at  the 
Student  Health  Center  and  is  available  for  walk- 
in,  emergency  service.  Offices  are  open  during 
regular  University  hours,  and  a staff  member  is 
available  around  the  clock  for  after-hours  emer- 
gency calls. 

CLINICAL  SERVICES 

The  Mental  Health  Section  encounters  a wide 
variety  of  student  problems,  and  uses  a crisis- 
oriented,  brief  psychotherapy  model  of  service. 
Students,  remarkably  open  and  direct  in  seek- 
ing solutions  for  their  problems,  are  at  a fluid 
time  of  personal  development.  Their  flexibility 
and  responsiveness  match  well  the  service  model 
used.  Most  students  coming  to  the  Mental  Health 
Service  are  not  psychiatrically  disturbed  but  are 
troubled  in  areas  of  personal  growth.  Struggles 
relating  to  personal  emotional  development,  as 
the  young  adult  moves  towards  maturity,  pre- 
dominate and  respond  well  to  brief  treatment. 

The  college  years  are  a transitional  time  in 
personality  development;  the  adolescent  becomes 
an  adult,  family  relationships  shift  from  parent- 
child  to  adult-adult,  social  relationships  escalate 
from  youthful  game-playing  to  serious  intimacy, 
values  for  life  are  appropriated  which  fit  one  as 
a unique  individual,  and  a mature  sexual  iden- 
tity emerges  from  adolescent  confusion.  These 
transitions  involve  all  aspects  of  the  individual’s 
identity.  In  fact,  these  transitions  form  the  basis 
of  mature,  adult  identity.3 

It  is  the  very  pervasiveness  of  change  within 
the  college  students’  personal  life  that  leaves 
him  vulnerable  during  those  years.  Transitions 
are  rarely  achieved  without  some  stress  and 
strain.  The  adolescent  is  ambivalent  about  as- 
suming adulthood  and  relinquishing  some  of  the 
comfortable  aspects  of  being  a child;  parents, 
too,  are  ambivalent  about  losing  a child  on  the 


one  hand,  and  feeling  “it’s  time  the  kids  made 
their  own  way  in  life,”  on  the  other.  Similar 
mixed  emotions  accompany  all  the  other  tran- 
sitions the  student  faces.  A typical  clinical  situa- 
tion seen  in  the  Mental  Health  Section  follows: 

Jane,  an  attractive  19  year  old  sophomore, 
entered  the  general  treatment  clinic  of  the 
Student  Health  Center  with  complaints  of  be- 
ing tired,  trouble  concentrating,  and  head- 
aches. She  initially  stated,  “I  think  I might 
have  mono.”  The  staff  physician  made  the 
appropriate  inquiries  and  necessary  physical 
examination  without  significant  findings.  Fur- 
ther interview  elicited  tearfulness  and  depres- 
sive symptomology  at  which  point  the  student 
was  referred  to  the  mental  health  professional 
on  duty.  A brief  history  was  taken,  supportive 
therapy  was  given,  and  a followup  appoint- 
ment was  set  for  the  following  day.  Jane  kept 
the  appointment  and  reported  with  some  dis- 
may that  her  mononucleosis  test  was  negative 
and  she  guessed  her  complaints  were  related 
to  her  “problems,”  but  did  not  understand 
what  they  could  be.  Her  history  revealed 
that  since  the  last  few  months  of  her  Fresh- 
man year,  she  had  been  uninterested  in  school 
work,  but  had  maintained  passing  grades  with 
great  effort.  Returning  to  her  home  for  the 
summer,  she  acquired  a secretarial  position 
for  the  vacation,  but  disliked  the  job.  She 
experienced  her  home  situation  as  “not  like 
it  used  to  be  — something  had  changed.”  She 
began  to  look  forward  eagerly  to  her  return  to 
school.  The  first  two  weeks  of  her  Sophomore 
year  went  well  but  in  her  third  week  just  prior 
to  her  first  examinations  the  fatigue,  head- 
aches, and  difficulty  concentrating  began.  Ad- 
ditional inquiry  revealed  that  Jane  had  no 
substantive  future  goals  and  no  declared  ma- 
jor; she  had  few  friends  on  campus  while  she 
attempted  to  maintain  close  relationships  with 
her  former  high  school  friends;  she  had  not 
had  any  dates  or  other  social  activities,  her 
parents  were  encouraging  her  to  continue  in 
college,  but  at  the  same  time  expressed  their 
concern  that  she  might  be  wasting  their  money 
and  her  time;  and  she  had  an  older  brother 
who  did  outstanding  college  work  and  was 
doing  the  same  in  graduate  school.  Also,  Jane 
felt  that  she  couldn’t  let  her  parents  down 
but  that  she  was  doing  that  by  not  studying 
(“I  should  be  getting  good  grades  so  they’ll 
be  happy.”) 
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Jane  was  seen  on  a regular  weekly  basis  for 
six  visits.  Therapy  emphasized  the  separation 
from  her  family  with  exploration  of  her  own 
ambivalent  feelings.  Stress  was  placed  on  in- 
creasing her  awareness  of  her  growing  ability 
to  perform  as  an  adult  with  emphasis  toward 
definite  career  direction.  A difficult  point  in 
treatment  was  her  overriding  sense  of  respon- 
sibility for  her  parents’  feelings  and  her  hos- 
tility towards  them  for  it. 

On  leaving  therapy,  she  reported  feeling 
much  better,  was  able  to  study  adequately 
and  had  resumed  dating. 

She  returned  to  the  clinic,  just  before  finals 
with  considerable  anxiety  and  some  difficulty 
sleeping.  An  examination  of  the  issues  pre- 
viously noted  uncovered  a fear  of  possible 
success  (i.e.  “If  I succeed  then  I won’t  be 
capable  of  dealing  with  my  success.”)  This 
apprehension  was  dealt  with  during  two  fur- 
ther therapy  sesisons  and  she  did  well  on  her 
finals. 

She  was  not  seen  again  until  the  end  of  her 
senior  year  when  she  stopped  by  to  inform 
the  staff  member  that  she  had  been  accepted 
into  graduate  school  in  Biology. 

Several  other  modes  of  response  to  student 
problems  follow: 

1)  Brief  (1-7  day)  hospitalization  is  avail- 
able at  the  Student  Health  Center  on  the  in- 
patient service  for  those  students  with  incapaci- 
tating anxiety,  serious  suicidal  intent,  or  an  acute 
psychotic  reaction.  The  attitude  of  the  ward 
nurses  is  one  of  support  and  understanding,  and 
the  infirmary  carries  an  expectation  of  short 
hospital  stay  with  quick  return  to  function. 

2)  One  visit  “cures”  may  occur  in  which  brief 
reassurance  with  occasional  direct  advice  allays 
the  student’s  anxiety  sufficiently  to  allow  him 
to  work  through  the  crisis  on  his  own. 

3)  A group  treatment  program  enables  some 
students  with  similiar  specific  difficulties  in  ad- 
justment, socialization,  and  relationships  to  work 
together  aided  by  a group  process  oriented  to- 
wards problem  solving.  Groups  allow  certain 
students,  who  have  been  evaluated  and  recom- 
mended by  the  mental  health  staff  for  this  treat- 
ment, a longer  treatment  experience  than  usu- 
ally can  be  offered  individually. 

Experience  has  shown  that  there  are  no  set 
formulas  for  helping  students  with  their  prob- 
lems. Varied  student  problems  and  needs  require 
varied  approaches,  and  it  is  this  variability  which 


makes  college  mental  health  work  exciting  and 
challenging.  Graham  Blaine,  a psychiatrist  for- 
merly at  the  Harvard  University  Health  Service 
catches  this  excitement  well  in  the  following 
quotation: 

. . . the  college  student  is  at  a stage  of  develop- 
ment that  is  both  remarkably  vulnerable  and 
remarkably  treatable.  He  is  flexible,  impres- 
sionable, elastic,  and  resilient,  but  also  brittle 
when  hit  too  hard.  He  often  bends  into  bizarre 
forms  but  still  is  malleable  enough  to  return 
to  conventional  appearance  with  gentle  and 
patient  handling.  He  is  usually  in  a mood  to 
talk  — to  discuss  values,  ethics,  motivations, 
life,  death,  suicide,  and  so  forth.  He  is  often 
anxious  for  guidance  — direct  advice,  too  — 
from  someone  who  he  believes  is  bringing 
order  out  of  his  own  chaos,  not  superimposing 
direction  on  him  or  trying  to  get  him  to  con- 
form to  a family  pattern.  In  other  words,  he 
wants  help  toward  self-expression  — toward 
being  himself  — not  molding  by  someone  who 
has  preconceived  ideas  about  how  young  peo- 
ple should  behave.  If  therapy  is  offered  in 
this  spirit,  the  adolescent  responds  in  a most 
gratifying  manner.  He  accepts  interpretations 
with  interest  and  curiosity  without  resenting 
them  and  without  being  frightened  by  them. 
His  behavior,  his  productiveness,  and  his  de- 
gree of  happiness  often  change  markedly  for 
the  better  in  a short  period.4 

PREVENTION  - OUTREACH  PROGRAM 

From  the  first,  the  Mental  Health  Section  has 
been  committed  to  the  prevention  of  emotional 
distress  whenever  possible.  The  prevention-out- 
reach effort  of  the  section  seeks  to  reduce  the 
occurrence  of  new  cases  of  emotional  disturb- 
ance (primary  prevention),  decrease  the  dura- 
tion of  cases  through  early  detection  and  treat- 
ment (secondary  prevention),  and  to  reduce  the 
rate  of  residual  deficit  which  can  occur  with 
emotional  disorder  (tertiary  prevention).  Ex- 
amples of  clinic  activity  in  primary  and  second- 
ary prevention  are: 

1.  Emotional  Inoculation:  The  concept  of  an- 
ticipatory guidance  is  utilized  by  the  section  in 
an  effort  in  primary  prevention.  Anticipatory 
guidance  was  initially  developed  by  Janis  as  a 
technique  to  help  hospital  patients  handle  the 
emotional  crisis  of  major  surgery.5  Caplan  and 
Grunebaum  report  on  the  same  technique  used 
to  prepare  Peace  Corps  volunteers  for  the  crisis 
of  sudden  immersion  into  a foreign  culture.6  An- 
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ticipatory  guidance,  which  encourages  discussion 
about  the  feelings  and  stresses  attendant  on  an 
impending  crisis,  helps  the  person  accept  his 
feelings  and  begin  to  cope  with  the  crisis  be- 
fore it  occurs. 

In  1972,  the  Mental  Health  Section  staff  used 
the  concept  of  anticipatory  guidance  in  develop- 
ing a slide-tape  module  to  “emotionally  inocu- 
late” students  to  the  stresses  of  adjustment  to 
the  University.  The  background  and  history  of 
this  program  follow: 

At  the  University  of  Arizona,  thousands  of 
new  students  arrive  on  campus  each  Fall  and 
begin  to  face  the  stresses  of  personal  develop- 
ment during  the  college  years  — to  say  noth- 
ing of  the  academic  and  institutional  stresses 
they  must  also  survive. 

In  order  to  ease  some  of  the  personal  transi- 
tions that  all  students  face,  to  contain  the  crisis 
to  normal-tolerable  levels,  the  mental  health 
staff  produced  an  audio-visual  module  de- 
scribing the  emotional  impact  of  entering 
college. 

Staff  members  telephoned  freshmen  chosen 
randomly  from  the  university  telephone  direc- 
tory and  asked  for  volunteers  to  come  in  and 
talk  about  what  it  was  like  to  be  an  entering 
freshman  at  the  University  of  Arizona.  Eight 
freshmen  agreed  to  a group  discussion  of  the 
changes  they  experienced  on  coming  to  col- 
lege. The  discussion  was  recorded  at  the  cam- 
pus radio  station.  Two  staff  members  (includ- 
ing a graduate  extern)  edited  the  tape,  con- 
densing it  to  eight  minutes  length.  The  tape 
was  synchronized  with  color  slides  of  stu- 
dents, campus  scenes,  and  the  like.  A sound 
track  of  light  jazz  provided  a finishing  touch 
to  the  module. 

The  completed  slide-tape  module,  titled,  “I 
Am  a Freshman  — Does  Anybody  Feel  Like 
Me?”  is  brief,  fast  paced,  and  of  high  impact. 
The  issues  raised  in  the  module  are  not  par- 
ticularly astounding,  because  the  stresses  en- 
countered are  not  unique,  but  are  in  fact  com- 
mon to  everyone’s  experience.  Not  all  ques- 
tions raised  are  answered,  so  it  leaves  the  stu- 
dent with  the  realistic  impression  that  these 
issues  will  require  his  own  personal  resolu- 
tion. The  peculiar  impact  of  the  module  on 
any  student  is  hearing  other  students  tell  about 
the  stresses  he  will  encounter  and  feelings  he 
may  experience.  The  module  helps  incoming 
freshmen  recognize  and  accept  their  own  feel- 


ings about  coming  to  college,  to  know  they  are 
not  alone  in  having  these  feelings,  and  to  begin 
to  cope  with  and  master  the  personal  transition 
they  will  face. 

Since  its  development,  the  module  has  been 
shown  to  numerous  audiences  of  freshmen, 
freshmen  counselors,  dormitory  counselors, 
and  others.  The  response  has  been  very  favor- 
able. Though  no  hard  data  are  available  to 
prove  the  effectiveness  of  the  module  in  pri- 
mary prevention,  the  quality  of  the  response 
has  encouraged  the  staff  to  show  it  again  and 
again  on  campus  and  has  stimulated  the  staff 
to  explore  further  media  approaches  to  pre- 
vention. 

2.  Early  Warning  System:  The  staff  has  sought 
to  link  the  mental  health  program  with  many 
other  services  and  elements  of  the  campus  com- 
munity. In  1968-1969,  the  Mental  Health  Section 
made  initial  consultative  contacts  with  all  stu- 
dent services  and  agencies  on  campus.  This  pro- 
gram was  basically  one  of  information  exchange 
and  helped  knit  together  persons  who  were 
aware  of  student  problems  who  could  serve  as 
sensors  in  detecting  difficulties  early.  This  early 
warning  system,  an  effort  in  secondary  preven- 
tion, facilitates  appropriate,  effective  referrals 
where  indicated.  Contact  has  been  maintained 
with  this  network,  and  referrals  of  students  in 
and  out  of  the  section  have  increased  in  number 
and  effectiveness. 

Communication  lines  thus  extended  foster  mu- 
tual, exchanging  relationships  among  colleagues 
rather  than  more  formal  consultant/consultee 
interactions.  The  network,  nurtured  by  periodic 
meetings,  is  a valuable  resource  in  early  detec- 
tion and  treatment  of  emotional  distress.  From 
this  collaborative  group  of  relationships  have 
developed  a few  which  have  moved  in  process 
towards  more  formal  mental  health  consulta- 
tion. One  such  consultation  is  described  below. 

In  the  Fall  of  1969,  the  University  Amer- 
ican Indian  Student  Advisor  called  the  sec- 
tion about  difficulty  she  was  having  getting 
Indian  students  to  follow  through  on  referrals 
she  had  made. 

Indian  students,  suspicious  of  Anglo-orient- 
ed service  structures,  found  greater  comfort 
in  informal  meetings  with  the  Indian  Student 
Advisor.  Out  of  this  initial  contact,  regular 
meetings  developed  between  the  Advisor  and 
a mental  health  staff  member.  These  meet- 
ings have  helped  reduce  barrirs  by  develop- 
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ing  approaches  which  better  match  student 
needs  and  help  available.  Through  continued 
contact,  one  Mental  Health  Section  staff  mem- 
ber has  learned  about  the  special  problems, 
ideas,  and  worlds  of  the  Indian  students.  He, 
in  turn,  has  increased  sensitivity  and  under- 
standing in  the  entire  staff. 

The  meetings  led  to  the  development  of  a 
Student  Health  Center  orientation  program 
held  each  semester  for  Indian  students.  Stu- 
dents are  invited  to  learn  about  services,  meet 
some  of  the  staff,  and  have  questions  answer- 
ed. At  the  same  time,  the  mental  health  staff 
member  now  attends  and  participates  in  the 
Indian  Student  Forums  at  the  University  and 
is  better  known  and  trusted  by  the  students. 

In  the  summer  of  1972,  through  the  ef- 
forts of  the  Director  of  the  Student  Health 
Center,  Vice-President  of  Student  Relations, 
and  the  Indian  Student  Advisor,  the  mental 
health  staff  member  obtained  a work  leave  to 
teach  at  a Junior  College  on  a reservation  in 
Arizona.  That  experience  contributed  further 
to  his  understanding  of  problems,  frustrations, 
and  needs  of  students  in  their  attempts  to  pre- 
pare themselves  to  attend  larger  academic 
institutions  and  made  him  even  more  valuable 
in  his  work  with  Indian  students  at  the  Uni- 
versity of  Arizona. 

TRAINING  AND  RESEARCH 
Research  and  training  activities  round  out  the 
program  of  the  Mental  Health  Service.  Research 
interest  has  centered  on  program  evaluation. 
Beginning  in  the  Fall  of  1969,  the  Mental  Health 
Section  began  collecting  demographic  data  on 
student-users  of  the  section,  and  the  staff  sup- 
plemented this  with  diagnostic  and  treatment- 
received  information.  In  addition  to  data  collec- 
tion, followup  contact  is  made  with  clinic-users 
to  assess  their  reaction  to  treatment  received; 
and  suggestions  about  how  the  service  might 
better  serve  student  needs  are  solicited.  Follow- 
up contact  will  provide  valuable  consumer  input 
necessary  to  shape  a service  program  which  will 
best  meet  changing  student  needs. 

During  the  1971-1972  school  year,  a trainee- 
ship  program  was  initiated  in  the  Mental  Health 
Section.  Two  trainee  positions  were  established 
(one  for  a graduate  student  from  the  Depart- 
ment of  Psychology  at  the  University  of  Arizona 
and  one  for  a student  from  the  Graduate  School 
of  Social  Service  Administration  at  Arizona  State 
University).  The  existence  of  the  training  pro- 


gram has  helped  maintain  high  quality  profes- 
sional service  and  contributes  to  educating  fu- 
ture mental  health  professionals  in  the  delivery 
of  service  to  the  student  population.  Staff  train- 
ing includes  weekly  case  conferences  through- 
out the  year  supplemented  by  individual  super- 
vision for  each  of  the  trainees.  Additionally,  a 
weekly  conference  with  invited  guests  represent- 
ing campus  and  community  service  agencies 
helps  keep  the  section  abreast  of  changes  and 
provides  important  staff  education. 

SUMMARY 

A growing  mental  health  program  has  serviced 
the  students  of  the  University  of  Arizona  since 
its  establishment  in  1966.  Out-patient  visits  have 
tripled,  while  the  student  body  has  increased 
by  approximately  25  percent.  Through  these  di- 
rect clinical  services,  supplemented  with  preven- 
tive efforts,  the  Mental  Health  Section  has  been 
able  to  reduce  the  number  of  medical  withdraw- 
als for  psychiatric  reasons  by  50%  since  1970- 
1971,  enabling  more  students  to  continue  and 
complete  their  college  education. 

A campus  mental  health  program  which  is 
broad-based  and  includes  indirect  services,  con- 
sultation, research,  and  training,  and  is  dedicated 
to  principles  of  outreach  helps  to  prevent  small 
problems  from  leading  to  major  emotional  dif- 
ficulties which  might  require  long  term,  costly 
psychiatric  treatment.  In  addition  to  the  Mental 
Health  Section,  there  are  many  collaborating 
elements  on  campus  (including  the  Student 
Counseling  Bureau,  the  residence  hall  counsel- 
ing program  of  the  Dean  of  Students  office,  and 
others)  which  work  together  toward  common 
mental  health  goals. 

Emotional  growth  and  intellectual  growth  are 
both  vital  elements  of  the  educational  process. 
The  Mental  Health  Service,  through  its  varied 
activities,  ultimately  seeks  to  enhance  and  fos- 
ter emotional  growth  and  development  in  the 
lives  of  students,  aims  which  are  consistent  with 
the  educational  goals  of  the  institution.  Through 
its  support  of  a strong  student  mental  health 
program,  the  University  affirms  its  commitment 
to  the  total  growth  of  its  students. 
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VENEZUELAN  EQUINE  ENCEPHALITIS 
POTENTIAL  PROBLEM  FOR  ARIZONA 

ANTHONY  F.  VUTURO,  M.D.,  M.P.H. 
john  l.  McDonald 

VEE  has  been  a topic  of  current  interest  in  the 
newspapers,  which  have  largely  described  the 
disease  in  horses.  This  paper  summarizes  the 
syndrome  encountered  in  the  human. 

“Will  Arizona  have  an  epidemic  of  mosquito- 
borne  encephalitis  in  1973?”  This  question  is  of 
particular  pertinence  since  Venezuelan  Equine 
Encephalitis  (VEE),  was  reported  in  nearby 
Texas  in  197112  and  within  15  miles  of  Arizona’s 
southern  border  in  1972. 1 If  this  disease  con- 
tinues to  move  northward  and  westward  there  is 
every  likelihood  that  VEE  will  occur  in  Arizona 
in  1973.  The  purpose  of  this  paper  will  be  to 
review  for  Arizona  physicians  the  epidemiolog- 
ical parameters  of  VEE,  its  human  clinical  dis- 
ease spectrum  and  delineate  the  control  meth- 
ods for  this  disease. 

Many  aspects  of  this  disease  such  as  the  man- 
ner in  which  the  virus  overwinters  and  the  spe- 
cific mosquitoes  that  carry  the  disease  are  poor- 
ly understood.  It  is  known  that  VEE  is  one 
of  Casal’s  Group  A arboviruses  which  demon- 
strates several  different  antigenic  subtypes,13  and 
that  it  occurs  in  many  parts  of  South,  Central 
and  North  America.9  During  the  Texas  epidemic 
in  1971,  mosquito  collections  showed  several 
species  of  mosquitoes  as  probable  vectors.10 
Horses  infected  with  either  Western  Equine  En- 
cephalitis (WEE)  or  Eastern  Equine  Encepha- 
litis ( EEE ) have  low  levels  of  virus  in  their 
blood;  whereas,  horses  infected  with  VEE  de- 
velop high  levels  of  the  virus  in  their  blood.  This 
means  that  the  horses  are  not  only  affected  by 
the  disease,  but  are  also  amplifying  hosts  which 
act  as  a source  of  infection  for  the  mosquitoes.3’ 11 
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Thus  pools  of  mosquitoes  that  show  isolates  of 
the  VEE  may  not  necessarily  be  vectors  of  the 
disease,  but  may  have  merely  fed  on  infected 
horses  and  picked  up  the  virus  along  with  their 
blood  meal.  Furthermore,  there  may  be  many 
mosquito  vectors  of  VEE  or  there  may  be  only 
a few. 

Other  mosquito-borne  encephalitides,  West- 
ern Equine  Encephalitis  (WEE)  and  St.  Louis 
Encephalitis  (SLE)  — are  also  known  to  occur 
in  southern  Arizona.  In  a five  year  study  com- 
pleted by  Smith  et.  al.  in  1969,8  the  authors 
pointed  out  that  arthropod-borne  encephalitides 
pose  a continuing  threat  to  the  population  of 
southern  Arizona. 

The  two  largest  cities  of  Arizona  — Phoenix 
and  Tucson  — have  in  addition  to  large  human 
populations,  relatively  large  horse  populations. 
If  an  asymptomatic  horse(s)  recently  infected 
with  VEE  were  introduced  into  one  of  these 
metropolitan  areas,  an  outbreak  of  VEE  could 
readily  be  realized.  In  WEE  and  SLE,  horses  are 
aot  important  amplifying  hosts,  so  mosquitoes  as 
vectors  are  still  of  major  importance. 

The  clinical  picture  of  VEE  in  man  is  highly 
variable  but  in  most  people  older  than  one  year 
of  age,  it’s  usually  quite  benign.  In  the  Texas 
outbreak,  patients  exhibited  flu-like  symptoms: 
severe  headaches,  sudden  onset  of  fever  with 
occasional  chills,  muscle  pain,  some  vomiting, 
and  general  malaise  — all  with  gradual  recovery. 
In  the  outbreak  of  VEE  in  Guatemala,  Scherer 
et.  al7  retrospectively  noted  that  patients  above 
one  year  of  age  experienced  comparable  som- 
nolence and  visual  disturbances  and  that  all  age 
groups  studied  had  similar  fever,  headache  and 
upper  respiratory  symptoms.  Mylagia  and  arth- 
ralgia were  slightly  more  prevalent  in  the  21-40 
year  old  age  group.  Og  92  antibody-positive  peo- 
ple in  El  Salvador,  Hinman  et.  al4  observed  that 
fever  was  the  most  common  symptom  (62  per- 
cent) followed  by  headache  and  vomiting.  Hin- 
man’s  analysis  of  his  data  on  symptom  frequency 
demonstrated  that  none  of  the  given  symptoms 
is  particularly  specific  for  VEE. 

Martin  et.  al,5  studied  the  clinical  spectrum 
of  VEE  in  Costa  Rica.  In  the  study  of  13  persons 
whose  sera  converted  and  were  positive  for 
VEE  neutralizing  antibody,  six  of  the  patients 
gave  a history  of  severe  incapacitating  febrile 
illness  lasting  from  three  to  five  days  with  mark- 
ed weakness  for  a week.  Two  patients  had  flu- 
like syndromes.  The  remaining  persons  denied 
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any  symptoms  at  all,  and  apparently  had  sub- 
clinical  infection.  Of  the  eight  people  who  were 
sick,  all  had  temperatures  between  101  °F  and 
103 °F,  and  all  reported  the  rather  sudden  on- 
set of  illness.  Photophobia  reactions  occurred  in 
half  of  the  clinically  ill  patients.  In  Martin’s 
study,  no  patients  exhibited  any  respiratory 
symptoms  or  signs. 

The  frequency  of  frank  encephalitis  is  low. 
Of  the  27  cases  of  encephalitis  reported  from 
El  Salvador  and  Guatemala  by  Flinman,  most 
were  in  children.  Symptoms  included  somno- 
lence, disorientation  and  stupor.  In  El  Salvador, 
12  deaths  were  reported  out  of  19  cases  of  clin- 
ical encephalitis  and  in  Guatemala  four  deaths 
occurred  in  eight  cases  of  encephalitis.  Carrasco 
reported  eight  deaths  due  to  VEE  in  an  outbreak 
of  4,564  human  cases  in  Sonora,  Mexico.2  In 
Colombia,  study  of  the  rate  of  frank  encephalitis 
yielded  0.4  cases  of  encephalitis  per  100  infec- 
tions in  adults  and  4.0  per  100  infections  in 
children.6 

The  attempt  to  prevent  the  westward  migra- 
tion of  VEE  into  Arizona  requires  a coordinated 
approach  to  interrupt  the  chain  of  transmission. 
The  approach  to  control  VEE  centers  about 
three  areas:  first,  elimination  of  the  reservoir 
potential;  two,  adequate  control  of  the  vector; 
and  three  where  possible,  prevent  contact  of 
man  with  infected  mosquitoes. 

To  eliminate  the  reservoir,  active  immuniza- 
tion programs  by  veterinarians  of  horses  in  Ari- 
zona is  currently  recommended.  Arizona  has 
large  populations  of  horses;  the  quarantine  of 
equines  between  states  and  endemic  locations 
is  a corollary  for  adequate  control  of  the  reser- 
voir. There  is  no  effective  vaccine  available  for 
general  use  for  humans. 

Control  of  the  vector  requires  careful  ento- 
mologic  surveillance  and  analysis  of  those  mos- 
quitoes most  likely  to  transmit  the  virus.  The 
habitats  and  behavior  patterns  of  the  mosquitoes 
must  be  understood.  A concentrated  effort  must 
be  made  to  reduce  mosquito  populations.  The 
use  of  larvae-eating  fish  in  watering  troughs  and 
irrigation  ditches  as  well  as  larvacides  and  adult- 
icides  will  play  an  important  role  in  reducing 
the  mosquito  population.  Appropriate  control  of 
irrigation  run-off  to  prevent  formation  of  mos- 
quito breeding  sites  must  be  considered. 

The  physician  can  contribute  to  the  early 
recognition  and  prevention  of  VEE  through  pa- 
tient education,  and  maintaining  a high  index 


of  suspicion  for  VEE  in  his  patients.  The  clin- 
ical spectrum  of  the  disease  is  so  diffuse  that, 
in  the  majority  of  cases,  only  comparison  of  a 
change  in  the  titer  of  hemagglutination  inhi- 
bition antibody  (HI)  in  acute  and  convalescent 
serum  will  confirm  the  diagnosis.  A fourfold 
rise  in  antibody  titer  is  considered  diagnostic. 
The  encephalitis  component  of  the  spectrum  ap- 
pears to  be  the  extreme  tip  of  the  iceberg  while 
the  usual  course  is  mild  and  resembles  influenza 
symptomatically.  Physicians  may  increase  their 
index  of  suspicion  by  periodic  review  of  status 
reports  on  VEE  published  by  state  and  local 
health  departments.  Travel  by  patients  to  or 
from  potential  endemic  areas  can  be  elicited 
by  the  physician.  Physicians  can  instruct  and 
caution  patients,  especially  outdoorsmen  and 
campers  of  potential  endemic  areas,  as  well  as 
emphasize  the  ways  to  avoid  exposure  through 
use  of  a repellent  and/or  appropriate  screening. 

In  summary,  this  paper  has  briefly  reviewed 
the  epidemiology,  clinical  spectrum,  and  control 
measures  of  Venezuelan  Equine  Encephalitis. 
The  potential  for  outbreaks  of  the  disease  in 
southern  Arizona  appears  to  exist.  A combined 
approach  of  prevention  through  coordination 
with  public  health  agencies,  coupled  with  an  in- 
creased physician  awareness  of  the  spectrum  of 
the  disease  and  its  parameters  should  assist  in 
reducing  the  potential  for  VEE  in  Arizona. 
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PSRO  PROBLEMS  AND  PROGRESS 


Senator  Wallace  F.  Bennett  (R.,  Utah),  the 
father  of  the  1972  Professional  Standards  Re- 
view Organization  (PSRO)  law,  has  recently 
emphasized  that  the  intent  of  the  law  is  to 
provide  peer  review  in  Medicare  and  Medicaid. 
The  AMA  has  proposed  that  state  medical  Asso- 
ciations should  serve  as  an  umbrella  PSRO  per- 
forming mainly  administrative  functions  while 
leaving  actual  review  activities  in  the  hands  of 
local  physicians.  Sen.  Bennett  agrees  that  this 
is  feasible  in  small  states,  but  is  opposed  to  the 
concept  in  larger  states  because  this  would 
tend  to  “take  control  of  review  away  from  the 
local  doctors.”  He  also  feels  that  it  is  “improper 
for  any  privately  organized  group  to  have  the 
privilege  of  enforcing  a federal  law  on  the  mem- 
bers of  that  group  — we  wanted  to  set  up  a 
system  outside  the  control  of  existing  medical 
organizations.  These  organizations  can  provide 
help  and  leadership  in  developing  the  program.” 
As  Sen.  Bennett  sees  it,  state  medical  societies 
are  not  the  only  organizations  prohibited  from 
PSRO  involvement. 

Now  that  the  national  PSRO  Council  has  been 
named,  including  Dr.  Merlin  DuVal,  Vice  Presi- 
dent of  the  University  of  Arizona,  the  first 
priority  is  said  to  be  the  designation  of  the 
PSRO  areas  by  January  1,  1974.  It  has  been 
reported  that  where  there  are  more  than  2500 
physicians  in  a state,  PSROs  will  probably  be 
locally  based  and  where  physician  population 
falls  below  this  figure,  the  PSRO  will  be  state- 
wide. ARMA  Board  of  Directors  recommend  the 
designation  of  the  Arizona  Foundation  for  Medi- 
cal Care  as  the  PSRO  for  Arizona  at  its  meeting 
on  July  22,  1973. 


Your  Editor  has  just  returned  from  a meet- 
ing in  Chicago  of  the  National  Advisory  Group 
to  the  Joint  Socioeconomics  Committee  of  the 
American  Association  of  Neurological  Surgeons 
and  the  Congress  of  Neurological  Surgeons, 
tagged  by  this  group  to  represent  neurosurgeons 
in  Arizona.  The  duties  of  this  National  Advisory 
Group  are  to  coordinate  neurosurgical  participa- 
tion in  the  PSROs  by  developing  utilization  and 
peer  review  standards  appropriate  to  the  region 
the  members  represent.  We  were  told  by  repre- 
sentatives of  the  American  College  of  Surgeons 
that  it  recommends  to  its  Fellows  that  they 
should  work  for  the  development  of  norms  for 
acceptable  surgical  practice  and  to  work  closely 
with  state,  county  and  Foundation  organiza- 
tions with  this  in  mind  — but  that  most  of  these 
groups  as  they  are  now  organized  would  not 
qualify  as  area  PSROs.  The  Arizona  Neurosur- 
gical Society  has  recently  been  organized  to 
include  all  certified  and  Board-eligible  neuro- 
surgeons in  Arizona  to  work  out  mutually  agree- 
able norms  of  neurosurgical  practice.  It  would 
appear  that  all  specialties  including  Family 
Practice  would  be  well  advised  to  do  the  same. 

At  the  present  time  there  is  inadequate  man- 
power to  develop  PSROs  and  the  cost  of  the  sup- 
porting bureaucracy  has  not  been  identified  or 
funded.  The  effect  of  PSROs  on  the  costs  of 
health  care  is  unknown.  Obviously,  there  is  a 
need  for  constructive  but  not  blind  involvement 
in  the  development  of  PSROs  by  all  physicians, 
even  though  we  may  resent,  with  justification, 
the  time  it  will  steal  from  the  direct  care  of  our 
patients. 

John  R.  Green,  M.D. 
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AMA  HOUSE  OF  DELEGATES 
AN  OBSERVATION 


PHILIP  E.  DEW,  M.D. 
PRESIDENT 


“The  AMA  doesn’t  represent  me.”  “The  AMA 
is  a bunch  of  old  mossbacks.”  “The  AMA  has  sold 
out  to  the  government.” 

I have  just  come  back  from  the  AMA  Annual 
Meeting  in  New  York  City.  I sat  through  sev- 
eral meetings  of  the  House  of  Delegates  as  an 
observer.  I was  impressed.  I was  very  impressed. 
I came  to  the  conclusion  that  we  in  medicine 
have  been  victims  of  brainwashing  by  the  mass 
media  about  our  own  national  organization. 
Either  this  or  I have  gotten  old  fast  or  I can 


no  longer  discriminate.  Certainly,  what  I saw 
was  nothing  like  I had  been  lead  to  expect. 

I saw  a diligent,  intelligent,  hard  working 
group  of  men  handle  24  resolutions  from  newly- 
enfranchised  young  colleague:  17  from  the  sec- 
tion on  interns  and  residents  and  7 by  the  sec- 
tion on  medical  students.  They  considered  these 
resolutions  in  a very  reasonable,  equitable  and 
common  sense  fashion.  I saw  the  House  act  on  a 
total  of  160  resolutions  and  more  than  50  detailed 
reports,  in  a fashion  which  would  have  amazed 
many  of  its  critics. 

The  Members  of  this  House  of  Delegates  that 
I watched  operate  had  several  things  in  common: 

1.  They  worked  very  hard. 

2.  They  had  done  their  homework. 

3.  They  got  on  the  floor  of  the  House  with 
their  facts  straight  and  presented  them  succinctly. 

4.  And  most  amazing  of  all,  if  you  believe 
the  enemies  of  the  AMA,  was  the  flexibility 
with  which  they  handled  these  detailed  matters. 

Our  own  Arizona  contingent  did  themselves 
proud.  Dan  Cloud  and  Sonny  Shapiro  have  been 
going  as  our  representatives  for  some  time  now: 
Dan  Cloud  for  almost  10  years,  when  you  count 
his  time  as  an  Alternate  Delegate.  They  have 
gotten  to  be  well  known  among  the  Delegations. 
They  know  how  to  get  things  done  and  got 
some  things  done  for  which  Arizona  should  be 
proud.  When  Doctor  Cloud  gets  up  and  talks 
before  the  House  of  Delegates,  he  has  research- 
ed his  subject  extensively.  The  Delegates  have 
come  to  now  this  and  they  have  come  to  pay 
attention  to  what  he  has  to  say.  This  is  essential 
since  I noticed  that  they  quickly  spot  a four- 
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BOSTON  COLLABORATIVE 
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flusher  or  someone  who  likes  to  hear  himself 
talk  without  making  any  significant  contribution 
to  the  knowledge  of  the  House. 

Well  how  is  it  then  that  so  many  of  us  have 
an  idea  that  the  AMA  does  nothing,  that  they 
don’t  represent  us  or  that  they  are  too  conserva- 
tive or  too  liberal?  I came  away  feeling  that  it 
is  just  plain  ignorance  folks,  just  plain  ignorance. 

How  many  of  you  have  asked  Doctor  Cloud 
to  help  with  some  project  before  the  AMA  House 
of  Delegates?  How  many  of  you  have  asked  him 
what  the  AMA  does?  How  many  of  you  have 
visited  the  House  of  Delegates  or  how  many  of 
you  have  just  believed  what  the  press  has  to  say 
relative  to  the  AMA  position  on  various  matters? 

Now  I don’t  rule  out  the  posibility  that  the 
AMA  has  changed.  I hope  so.  No  organization 
can  long  survive  that  doesn’t  change.  However, 
I have  a sneaking  suspicion  that  the  AMA  has 
been  maligned.  I have  the  feeling,  as  I sit  and 
watch  and  listen  that  they  have  done  as  well  as 
any  of  us  could  do  under  the  circumstances  — 
better  than  most  of  us  could  do.  I sat  through 
reference  committees  where  anybody  can  come 
and  talk  and  I saw  too  many  empty  chairs  there. 
This  meant  to  me  that  the  opportunity  for  input 
on  the  part  of  each  Member  was  not  being  used 
to  the  maximum. 

If  the  AMA  doesn’t  represent  you,  it’s  your 
own  fault.  But  let  me  assure  you  that  our  rep- 
resentatives are  doing  a fine  job  in  your  behalf. 
If  you  wish  to  know  more,  take  a visit  to  the 
House  of  Delegates.  You’d  be  quite  welcome 
and  I am  thoroughly  convinced  you’d  find,  as  I 
have,  that  this  is  a going  outfit! 


There  are  probably  few  activities  that  impact 
more  on  the  conduct  of  the  physician’s  practice 
than  those  that  are  associated  with  the  testing, 
approval,  marketing,  and  use  of  drugs.  Contem- 
porary American  history  is  especially  revealing 
in  this  regard,  particularly  since  the  passage  by 
the  U.S.  Congress  of  the  Kefauver-Harris  Amend- 
ments. And,  while  there  are  many  persons  — 
physicians  included  — who  would  say  that  the 
introduction  of  new  drugs  into  the  American 
marketplace  reflects  a steadily  increasing  degree 
of  responsibility,  many  others  would  argue  that 
a lot  of  foreign  nations  are  actually  doing  a better 
job  than  we  are.  Worse,  some  believe  that  the 
incidence  of  adverse  drug  reactions  is  still  at  an 
unwarranted  level  in  the  United  States. 

The  recent  Supreme  Court  decision,  to  the 
effect  that  the  Food  and  Drug  Administration 
also  has  the  responsibility  to  establish  that  drugs 
must  be  effective,  even  further  compounds  the 
problems  and,  paradoxically,  may  move  us  to- 
ward a situation  in  which  we  will  be  marketing 
drugs  that  have  an  even  narrower  margin  of 
safety  and  an  even  greater  incidence  of  adverse 
reactions. 

A satisfactory  method  for  identifying  and 
quantifying  the  risks  involved  in  the  use  of  most 
drugs  is  still  not  widely  available.  Voluntary  re- 
porting programs  have  not  proven  comprehen- 
sive, nor  have  they  yielded  data  that  permit 
assessment  of  reaction  rates.  The  Boston  Colla- 
borative Drug  Surveillance  Program  (BCDSP) 
is  a successful,  comprehensive  prospective  de- 
vice for  surveillance  of  limited  populations  of 
hospitalized  patients.  It  offers  a form  of  moni- 
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toring  that  has  few  of  the  disadvantages  of  the 
voluntary  programs  and,  in  addition,  provides  a 
powerful  tool  for  investigating  many  other  as- 
pects of  drug  therapy  besides  adverse  drug  reac- 
tions. Comprehensive  data  from  a surveillance 
program  of  this  type  can  be  used  to  evaluate 
the  role  of  such  factors  as  compliance,  dosage, 
drug  interactions,  age,  sex,  disease,  and  genetic 
traits. 

In  July,  the  Arizona  Medical  Center  became 
a participant  in  the  Boston  Collaborative  Drug 
Surveillance  Program  under  a contract  awarded 
by  the  United  States  Food  and  Drug  Administra- 
tion. Under  the  contract,  the  Clinical  Pharma- 
cology section  of  the  College  of  Medicine  will 
be  carrying  out  an  intensive  surveillance  of  drug 
use  on  an  inpatient  general  medical  ward  of 
twenty-nine  beds.  The  BCDSP  is  designed  to 
acquire  data  on  patterns  of  drug  use  in  well- 
characterized  and  monitored  inpatient  popula- 
tions. The  pooling  of  comparable  data  from  other 
member  hospitals  — such  as  the  Arizona  Medi- 
cal Center  — permits  satisfaction  of  statistical 
criteria  of  adequate  sample  size.  Equally  im- 
portant are  the  benefits  that  will  be  derived  di- 
rectly by  the  patients,  students,  and  staff  of  the 
Arizona  Medical  Center. 

An  intensive  surveillance  of  drug  use  on  a gen- 
eral medical  ward  will  be  conducted  by  a full- 


time clinical  pharmacist  under  the  direction  of 
members  of  the  Section  of  Clinical  Pharma- 
cology. The  continued  surveillance  of  drug  usage 
by  the  clinical  pharmacology  team  will  have  ob- 
vious benefits  to  the  patient  through  rounds  that 
follow  changes  in  therapy,  the  effects  of  therapy, 
the  possible  adverse  reaction  or  drug-drug  inter- 
actions and  compliance  or  adherence  to  the  pre- 
scribed therapeutic  regimen. 

The  clinical  pharmacology  rounds  would  also 
serve  as  an  important  teaching  exercise  for  the 
health  care  delivery  team  by  utilizing  samples 
drawn  from  patients  for  which  they  are  respon- 
sible. Conferences  will  be  structured  to  alert 
pharmacists,  students,  house  officers,  and  staff 
to  the  essentials  of  rational  therapeutics.  The 
areas  to  be  covered  will  include  drug  interac- 
tions, adverse  drug  reactions,  new  drugs  (cri- 
tical analysis  of  efficacy  and  safety),  review  of 
diseases  and  therapeutic  patterns,  and  discus- 
sions of  therapy  with  regard  to  cost. 

The  Arizona  Medical  Center  is  pleased  to  be 
a partner  in  the  BCDSP,  and  our  staff  looks 
forward  to  the  results  that  will  come  from  the 
efforts  of  Dr.  Rubin  Bressler,  Head  of  the  Sec- 
tion of  Clinical  Pharmacology,  and  his  colleagues, 
Drs.  John  Palmer  and  Philip  Walson  as  they 
develop  innovative  approaches  to  the  utiliza- 
tion of  standardized  drug  surveillance  data. 
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THIS  IS  THE  A.M.A. 


Russell  B.  Roth,  M.D. 
President 

American  Medical  Association 


Thirty-four  years  ago,  during  my  senior  year 
in  medical  school,  one  of  my  professors  publish- 
ed a book.  It  was  called  “Medicine  at  the  Cross- 
roads.”1 One  needs  to  read  only  to  the  second 
page  of  the  “Forword”  to  learn  that  it  concerns 
the  “crisis”  in  medical  care,  and  that  if  the  pro- 
fession does  not  voluntarily  mend  its  ways  the 
government  will  take  over. 

Apparently,  in  the  view  of  some,  my  contem- 
poraries and  I have  lived  our  entire  professional 
careers  either  stalled  at  the  same  crossroads,  or 
impaled  on  the  sharp  point  of  a crisis,  depending 
one  one’s  choice  of  metaphors.  Somehow  or 
other,  it  hasn’t  really  seemed  that  way. 

A thirty-four  year  old  volume  on  the  socio- 
economics of  medicine  is  scarcely  a source  for 
currently  valid  statistics.  How  quaint  it  may 
seem  is  apparent  from  the  fact  that  the  high 
cost  of  medical  care  is  equated  to  $4  a day  hos- 
pital rooms,  and  to  physicians  incomes  of  $2,235 
per  year. 

Yet  the  allegations  of  crisis  seem  to  have  been 
the  same.  I quote:  “The  practice  of  medicine 
today  costs  too  much,  there  is  too  much  lost 
motion,  and  it  takes  too  many  men.  It  is  most  un- 
economical and  is  a distinct  luxury.” 

It  would  also  seem  that  the  villain  in  the  piece 
was  the  same.  I quote  again:  “For  organized 
medicine  to  take  such  a reactionary  view  of  the 
public  policy  as  it  has  taken  can  lead  to  but 
one  end  — government  control.” 

Even  the  remedies  proposed  were  the  same 
— comprehensive  pre-paid  group  practice  of  the 
type  which  had  been  instituted  by  the  Ross- 
Loos  group  in  California  some  ten  years  pre- 
viously, elimination  of  fee-for-service  for  physi- 
cians, especially  for  surgeons,  and  a campaign 
for  better  public  relations  to  improve  the  phy- 
sician’s image. 

I believe  I did  learn  a bit  of  surgery  from 

(1)  Bernheim,  Bertram  M.,  Medicine  at  the  Crossroads,  Wil- 
liam Morrow  & Co.,  N.Y.,  1939. 


my  erst-while  professor,  but  clearly  I did  not 
absorb  too  much  else  or  I would  not  be  here 
before  you  today.  He  was  not  my  well-spring 
of  inspiration  to  work  within  the  AMA.  Concern- 
ing its  leadership,  he  said  this:  “With  regard  to 
medical  matters,  many  doctors  do  not  even  know 
who  the  President  of  the  American  Medical 
Association  is,  and  they  are  not  interested.  Upon 
occasion  he  is  an  outstanding  man,  but  for  the 
most  part  he  is  not;  and  in  any  case  he  is  only 
a figurehead.” 

I am  well  aware  that  there  are  today  many 
who  will  say  that  Doctor  Bernheim,  my  profes- 
sor, was  precisely  on  target.  On  the  other  hand, 
it  is  intriguing  to  note  that  as  critics  carp, 
gnats  buzz,  and  gadflies  sting,  in  essentially  the 
same  way,  decade  after  decade,  the  profession 
forges  steadily  ahead,  making  progress. 

Clearly  our  profession  has  not  been  stalled 
at  any  crossroads.  Progress  at  almost  breakneck 
speed,  has  been  a perilous  part  of  our  problem, 
leading  a distinguished  predecessor  of  mine,  Dr. 
Dwight  Wilbur,  to  incorporate  in  his  inaugural 
address  the  thought  that  our  vehicle  must  not 
only  have  motive  power  and  a steering  mech- 
anism, but  it  must  also  be  endowed  with  brakes. 

Perhaps  the  reactions  of  some  of  our  critics 
have  not  changed,  but  almost  everything  else  in 
medical  practice  has  — its  technology,  its  eco- 
nomics, and  my  area  of  special  concern  today, 
a growing  body  of  obligations  and  responsibili- 
ties for  those  who  participate  within  it. 

I am  of  the  opinion  that  our  profession  does 
indeed  have  a multitude  of  broad  societal  obli- 
gations and  responsibilities  which  increase  in 
scope  and  number  as  our  capacities  increase  to 
do  good  and  useful  things  for  people. 

There  is  little  difficulty  in  recognizing  what 
they  are,  but  there  is  substantial  difficulty  in 
determining  the  mechanisms  through  which  the 
obligations  may  be  met,  and  the  responsibilities 
be  discharged. 
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It  is  my  thesis  that  the  individual  physician 
can  do  little  about  them  on  his  own,  and  that 
only  through  the  collective  actions  of  organized 
physicians  can  these  jobs  be  done. 

There  is  little  challenge  to  the  assertion  that 
the  American  Medical  Association  is  the  pre- 
eminent organization  of  physicians  in  this  na- 
tion — strong,  and  growing  stronger.  At  one  time 
its  pre-eminence  was  apparent  to  anyone  who 
would  look.  In  some  respects  it  may  be  less 
towering  and  less  visible  today,  not  because  of 
any  diminuation  of  its  own  stature,  but  because, 
as  a part  of  the  great  growth  in  medicine  and 
its  specialties,  there  has  been  an  emergency  of 
other  organizations  — in  surgery  in  medicine, 
in  family  practice  and  on  through  the  roster. 

Still  and  all,  while  sharing  with  others  the 
ever-more  difficult  task  of  exerting  leadership  in 
the  pure  science  of  medicine,  the  AMA  has  re- 
mained the  bastion  of  professionalism,  and  the 
stronghold  of  responsible  socio-economic  leader- 
ship. It  is  in  the  exercise  of  this  kind  of  leader- 
ship that  the  AMA  is  now  coming  to  play  its 
most  important  role  — for  society  at  large,  and 
for  physicians  in  particular. 

Time  was  when  the  new-fledged  physician 
could  select  his  spot  for  practice  and  busy  him- 
self just  doing  the  things  for  which  he  was 
trained  — the  diagnosing  and  the  treating  of 
the  ills  of  those  who  came  to  him  for  help.  No 
one  really  demanded  that  he  do  more.  Today 
this  is  not  so.  A profession  populated  exclusive- 
ly by  individuals  concentrating  solely  on  patient 
care  would  be  a profession  in  deep  default  to 
society. 

The  collective  force,  the  impact,  of  a profes- 
sion can  only  equal  the  sum  of  the  individual 
efforts  and  contributions  of  its  members.  If  each 
physician  were,  in  effect,  to  retire  to  the  back 
of  the  cave,  sheltered  from  the  winds  of  contro- 
versy, concerning  himself  only  with  the  practice 
of  medicine  in  its  narrow  sense,  our  collective 
force  would  be  close  to  nil.  Our  broader  respon- 
sibilities would  indeed  pass  by  default  to  those 
who  would  be  delighted  to  shoulder  them  for  us. 

Despite  the  exciting  and  encouraging  emer- 
gence of  socio-economic  awareness  in  our  ranks, 
particularly  among  young  physicians  who  used 
to  be  so  preoccupied  with  the  attainment  of 
scientific  knowledge  and  technical  skills,  there 
has  been  a slowness  to  grasp  the  importance  of 
a collective  defense  of  excellence  and  profession- 
alism in  public  service. 


There  has  seemed  to  be  some  failure  in  dis- 
tinguishing between  the  social  significance  of 
the  country  club  and  the  medical  society. 

Too  often  the  question  is,  “What  does  the 
medical  society  do  for  me?”,  or  even  more  point- 
edly, “Why  should  I pay  dues  to  the  AMA?” 
The  focus  is  obviously  a narrow  one  in  which 
the  benefits  of  membership  are  perceived  to  be 
subscriptions  to  journals  that  may  remain  un- 
read, or  access  to  meetings  that  may  go  un- 
attended. In  my  view,  these  are  among  the  least 
of  the  virtues  of  organized  medicine. 

The  valid  question  should  be:  “How  may  I be 
responsible  to  the  many  demands  which  are 
being  made  upon  the  profession  of  which  I am 
a part?”  “How  can  I do  my  share?” 

Medical  education  provides  an  excellent  case 
in  point.  It  surely  is  an  obligation  of  our  pro- 
fession to  make  certain  that  oncoming  genera- 
tions of  physicians  shall  be  well  and  appro- 
priately trained. 

We  cannot  forget  that  it  was  not  until  the 
cooperative  efforts  of  the  AMA  and  the  Carnegie 
Foundation  were  mobilized  that  quality  in  med- 
ical education  was  required,  or  that  standards 
were  devised  and  imposed. 

Nor  should  we  conclude  that  things  are  dif- 
ferent now,  and  that  somehow,  sui  generis,  med- 
ical education  will  in  its  own  right  be  great  and 
good  and  dedicated  to  the  needs  of  the  Nation. 
Medical  education  has  changed  precipitously  in 
character  in  this  past  decade,  and  may  need  to 
change  even  more  rapidly  in  the  next. 

Medical  academicians  have  largely  been  con- 
cerned with  the  pursuit  of  excellence  — the 
production  of  superb  clinicians,  skilled  research- 
ers, and  prolific  contributors  to  the  literature. 
There  are  those  among  us  who  believe  that  a 
parallel  concern  must  now  be  developed  which 
will  be  dedicated  to  a diffusion  and  dissemina- 
tion of  that  great  store  of  excellence  which  we 
have  already  accumulated. 

We  must  contrive  to  design  new  schools,  ex- 
pand existing  schools,  and  perhaps  to  educate 
new  kinds  of  physicians.  This,  I submit,  is  not 
the  exclusive  province  of  the  deans  and  pro- 
fessors. There  is  a valid  and  important  place  for 
pragmatic  practicing-physician  input. 

The  medical  society  can  and  does  pull  all  of 
this  together  for  us.  We  can  be  proud  and  grate- 
ful that  so  many  of  the  most  respected  deans, 
professors,  and  medical  educators  are  not  only 
active  participants  in  organized  medicine,  but 
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are  willing  to  work  in  harness  with  practicing 
physicians  in  important  monitorng  for  the  pres- 
ent and  planning  for  the  future. 

The  AMA  Council  on  Medical  Education  re- 
cruits qualified,  interested  individuals  from 
among  us  who  give  liberally  of  their  time  and 
talents  to  face  up  to  our  responsibilities. 

Beyond  the  confines  of  the  medical  school 
there  are  major  areas  of  reliance  upon  us  in  the 
fields  of  graduate  medical  education.  The  public 
needs  to  be  assured  that  those  who  represent 
themselves  as  specialists  are,  in  truth,  competent 
and  well-trained.  This,  too,  is  a significant  under- 
taking of  the  Department  of  Medical  Education 
and  its  Council. 

It  has  worked,  and  continues  to  work,  im- 
portantly in  the  establishment  of  specialty  boards, 
in  the  operation  of  residency  review  commit- 
tees, in  the  approval  and  inspection  of  intern- 
ships, and  in  multiple  liaison  activities  with  the 
Association  of  American  Medical  Colleges,  the 
great  specialty  societies,  the  American  Boards, 
and  their  counterparts  at  state  and  local  levels. 
The  one  great  National  Congress  on  Medical 
Education  for  a full  exploration  of  problems  and 
points  of  view  is  an  AMA  undertaking. 

Beyond  this  there  is  the  responsibility  for  con- 
tinuing medical  education,  to  insure  that  the 
graduate  physician  does  not  simultaneously  open 
his  practice  and  close  his  books  to  begin  a pre- 
cipitous descent  into  obsolescence.  Few  of  us,  as 
individuals,  can  do  a great  deal  about  such 
things. 

And  then,  of  course,  there  is  our  obligation 
to  the  public  to  do  our  best  to  dispel  ignorance, 
to  overcome  fear  and  superstition,  and  to  pro- 
mote the  virtue  of  scientific  medical  care  — pre- 
ventive, diagnostic  and  therapeutic.  In  this  the 
medical  societies  work  with  the  great  voluntary 
health  agencies  such  as  the  Cancer  Society  and 
the  Heart  Association,  as  well  as  with  official 
health  agencies,  and  a bevy  of  responsible  health 
columnists  in  the  press. 

It  is  discouraging,  of  course,  to  find  irrespon- 
sible elements  of  the  communications  media 
together  with  certain  politicians,  labor  leaders, 
and  the  like  simultaneously  doing  their  misdi- 
rected best  to  undermine  public  confidence  and 
to  instill  fear  by  distorted  threats  of  millions  of 
unnecessary  surgical  operations,  large  numbers 
of  incompetent  physicians,  dangerous  hospitals, 
lethal  drugs,  and  prospects  of  financial  ruin. 


There  must  be  those  among  us  who  will  per- 
sist in  constructive  educational  measures,  and 
who  will  work  to  make  the  destructive  forces 
recognize  the  disservice  they  are  doing. 

Akin  to  this  is  the  need  to  root  out  the  non- 
scientific  substitutes  for  rational  medical  care. 
The  fakes,  the  frauds  and  the  quackeries  need 
to  be  identified,  exposed,  and,  if  possible,  era- 
dicated. 

This  is  not  an  easy  task.  A gullible  public 
is  all  too  easily  entranced  with  food  faddism 
and  pseudo-scientific  diets.  Legislators  have 
been  all  too  willing  to  incorporate  chiropractic 
benefits  into  federal  and  state  health  care  pro- 
grams. Uncontrolled  acupuncture  has  been  legal- 
ized in  at  least  one  jurisdiction. 

Yet  where  individuals  have  been  able  to  do 
little,  the  AMA  has  acted  effectively  in  helping 
to  put  an  end  to  Hoxsey-type  promotions,  to  ex- 
pose Krebiozen,  and  on  and  on  and  on. 

It  is  plainly  contrary  to  the  public  interest  to 
permit  the  development  of  new  kinds  of  health 
professionals  without  supervision  and  controls. 

On  the  one  hand,  it  seems  possible  to  edu- 
cate and  train  men  and  women  to  fill  immensely 
useful  roles  in  supplementation  of,  and  exten- 
sion to,  the  work  of  physicians. 

On  the  other  hand,  there  is  the  possibility 
that  new  kinds  of  pseudo-professionals,  ill-train- 
ed and  uncontrolled,  might  turn  the  clock  back 
to  the  pre-Flexner  — AMA  days  of  diploma  mills 
and  dubious  credentials. 

How  does  one  train  and  certify  a nurse-prac- 
titioner, a surgical  technician,  or  a urological  as- 
sistant before  he  or  she  may  safely  be  incorpor- 
ated in  the  full  spectrum  of  scientific  medical 
care? 

What  should  the  curriculum  contain,  how  is 
competence  to  be  assessed,  and  what  shall  the 
legal  circumscriptions  be? 

These  problems  have  been,  and  continue  to 
be,  major  concerns  of  the  AMA  in  conjunction 
with  allied  organizations.  The  public  is  being 
well  served. 

And  then  there  are  hospitals  — those  complex, 
sophisticated,  and  expensive  workshops  for  our 
profession.  There  are  many  important  concerns 
for  us  in  respect  to  their  accreditation,  their 
function  in  graduate  and  continuing  education, 
and  the  quality  of  their  services  to  the  public. 
It  would  be  idle  to  talk  of  the  tripartite  govern- 
ance of  hospitals  — trustees,  administration, 
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and  professional  staff  — without  liaison  and  co- 
operation between  the  three.  Who  better  than 
the  medical  profession  can  evaluate  the  gaps 
and  overlaps  which  may  exist  in  a community, 
and  the  opportunities  for  correcting  them? 

What  institutional  facilities  are  needed;  what 
proposals  are  uneconomical;  and  what  profes- 
sional talents  should  be  recruited? 

How  may  hospitals  best  be  used  as  back-up 
for  alternative,  less-costly  ambulatory  out-patient 
care  without  sacrifice  of  quality? 

Is  it  necessary  for  physicians  to  unionize  in 
order  to  maintain  perspective  and  a balance  of 
properly  distributed  authority? 

Consider  the  whole  area  of  medical  service  to 
the  public  — access,  quality,  financing  mechan- 
isms and  controls.  Should  these  things  be  left 
to  others,  or  should  they  be  the  intimate  con- 
cerns of  the  profession  which  does  the  work 
and  holds  the  best  potential  for  a proper  order- 
ing of  priorities? 

The  individual  physician  uniformly  finds  it 
hard  to  make  his  voice  heard  and  his  convic- 
tions felt  unless  he  combines  his  efforts  with 
those  of  his  colleagues  through  his  county  or 
state  medical  society  or  the  AMA.  Here  he  is  po- 
tentiated by  expert,  able  staff,  and  reinforced  by 
men  and  women  competent  in  law,  insurance, 
economics  and  business  management.  The  AMA 
Division  of  Medical  Practice  is  an  impressive 
collection  of  such  expertise. 

Almost  every  practicing  physician  has  his  con- 
cerns with  insurance  companies,  voluntary  pre- 
payment plans,  pre-paid  comprehensive  group 
practice  arrangements,  and  government  pro- 
grams. He  would  be  hard-pressed  to  maintain 
liaison  with  them,  to  cooperate  with  them,  to 
argue  with  them  or  to  negotiate  on  his  own. 
Massive  may  be  the  frustration  which  is  gen- 
erated in  trying.  There  is  far  better  chance  of 
success  if  there  are  people  to  do  it  with  him, 
and  for  him. 

There  are  diverse  important  linkages  and  inter- 
relationships to  be  maintained  with  others  in 
the  health  professions  — dentists,  osteopaths, 
nurses,  pharmacists  and  the  rest.  These  extend 
beyond  the  specific  field  of  medical  service  into 
joint  concerns  with  the  legal  profession  over 
professional  liability,  with  the  clergy  over  the 
intimate  relationships  between  medicine  and 
religion,  and  with  the  insurance  industry  for  a 
broad  spectrum  of  important  identities  of  inter- 
est. 


Perhaps  the  most  important  area  for  service 
to  the  public  is  the  area  of  legislation  — past, 
present  and  proposed,  local,  state  and  federal. 
In  our  last  Congress  there  were  some  2,400 
bills  of  medical  significance  at  the  national  level 
alone.  No  individual  physician  could  keep  up 
with  all  of  them.  No  Congressman  or  Senator 
could  have  considered  opinions  about  each. 

The  range  of  these  proposals  is  the  full  range 
from  arch-conservative  to  ultra-liberal.  From  the 
broad  societal  point  of  view,  many  must  be 
good,  constructive  and  progressive.  Many  must 
be  ill-conceived,  impractical,  or  downright  dan- 
gerous. Some  one  — some  group  — must  analyze 
them  and  develop  positions  of  support  or  op- 
position. This  is  a prime  role  for  organized 
medicine.  The  AMA  Council  on  Legislation  — 
physician  members  fortified  by  an  able  staff  in 
Chicago  and  in  Washington  — do  this  job  extra- 
ordinarily well. 

Our  profession  is  kept  in  important  touch 
with  legislative  proposals,  their  progress  through 
the  tortuous  channels  of  hearings,  executive  ses- 
sions, conference  committees  and  even  vetoes. 
Opportunities  for  our  professional  input  are 
watched,  and  at  times  effectively  created. 

A superb  Washington  office  staff  is  highly 
valued  by  most  of  our  legislators  as  a resource 
for  factual  information,  and  as  a contact  with 
the  practicing  physicians.  Not  only  are  personal 
contacts  with  most  of  our  legislators  well  main- 
tained, but  meetings  between  representative  phy- 
sicians from  our  states  and  from  specialty  organi- 
zations are  effectively  arranged.  At  state  society 
levels,  and  often  at  county  society  levels,  com- 
parable jobs  are  done  by  medical  association 
personnel. 

It  has  been  my  personal  observation,  over  a 
decade,  that  where  once  the  voice  of  the  prac- 
ticing medical  profession  was  largely  unheeded 
or  unheard,  the  situation  has  changed. 

It  is  no  accident  that  we  now  have  close  to 
200  Senators  and  Representatives  as  sponsors  of 
our  Medicredit  bill. 

It  is  no  accident  that  some  of  the  impractical 
solutions  offered  for  an  imagined  crisis  in  med- 
ical service  have  been  de-glamorized,  stripped 
of  political  expediency,  and  exposed  as  unsuit- 
ted  to  the  needs  of  the  Nation. 

There  will  be  those  who  disagree,  but  it  is 
my  conviction  that  an  overwhelming  majority  of 
our  legislators  want  to  reach  correct  solutions 
for  the  perceived  problems  in  the  sphere  of  medi- 
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cine,  and  they  want  sound  professional  guidance. 
This  we  are  becoming  progressively  more  able 
to  provide. 

Congress  has  not  really  derived  an  immense 
sense  of  accomplishment  from  the  inordinately 
expensive  programs  it  has  created. 

There  is  a slowly  growing  appreciation  of  the 
fact  that  physicians  are  not  so  much  a part  of 
the  problems  as  they  are  an  essential  part  of 
the  solutions  to  the  problems.  They  must  be 
heard,  and  their  views  must  be  respected.  Under 
any  system  or  program  that  may  be  legislated 
upon  them,  they  will  be  the  ones  to  do  the  work. 

The  combined  forces  of  organized  labor,  a 
prsetigious  Committee  of  One  Hundred,  and 
a powerful  coalition  of  political  figures  in  Con- 
gress could  not  contrive  to  generate  the  necessary 
push  to  enact  a compulsory  national  medical 
care  delivery  law  which  would  promise  what 
could  not  be  delivered,  at  a price  we  would 
be  reluctant  to  pay,  through  a vast  new  admin- 
istrative bureaucracy  which  challenges  the  imag- 
ination. 

The  people  who  would  be  the  recipients,  and 
the  physicians  who  would  be  the  providers,  have 
been  well-served  by  the  defenses  which  are  ef- 
fectively turning  back  this  assault.  It  has  not 
happened  by  chance  or  through  uncoordinated 
efforts.  It  has  not  been  done  by  splinter  groups. 

There  is  probably  no  single  subject  upon 
which  all  physicians  agree,  unless  it  is  that  medi- 
cine is  a worthwhile  calling.  It  is  truly  fortunate 
that  so  many  physicians  — a substantial  major- 
ity of  those  in  active  practice,  taking  care  of 
people  — are  attracted  to  voluntary  membership 
in  our  organized  societies.  No  doctor  has  to  be- 
long to  a medical  society,  and  no  medical  society 
can  revoke,  suspend  or  abridge  the  state-granted 
right  to  practice.  The  wonder  is  that  those  volun- 
tary associations  exert  the  influence  that  they  do. 

Certainly  the  public  — whether  it  recognizes 
it  or  not  — profits  immensely  because  of  the 
role  played  by  those  societies  in  upholding  stan- 
dards of  competence  and  ethical  performance. 
Equally  certain  is  the  fact  that  physicians  who 
have  elected  not  to  participate  in  organized 
medicine  have  profited  immensely  from  its  acti- 
vities even  though  they  have  not  paid  their  way. 

It  is  new  and  exciting  to  find  that  as  young 
physicians  become  increasingly  interested  in 
socio-economics,  in  political  and  governmental 
intrusions  into  medicine,  and  in  their  own  pros- 
pects for  professional  freedom  and  self-deter- 


mination, they  are  now  turning  to  an  acceptance 
of,  and  enthusiasm  for,  the  AMA. 

There  is  a growing  recognition  of  the  fact  that 
physicians  must  act  in  concert,  and  that  the  con- 
victions of  the  oncoming  generation  can  become 
the  future  association  policies  if  work  is  done  to 
make  them  so. 

Some  may  be  willing  to  leave  to  the  govern- 
ment and  to  external  economists  the  garnering 
of  the  statistics  by  which  our  profession  is 
judged.  Most  of  us,  however,  take  comfort  in 
objective  fact-gathering  by  our  Center  for  Health 
Services  Research  and  Development  with  its 
growing  capacity  to  generate  reliable  data  and 
its  acceptance  in  the  community  of  professional 
economists. 

Some  physicians  may  be  willing  to  surrender 
the  controls  over  the  practice  of  medicine  to 
consumer  groups,  to  labor,  or  to  government. 

Some  may  be  willing  to  concede  to  hospital 
domination,  to  academic  medicine,  or  to  the 
many-splendored  associations  of  public  health 
workers.  Most  of  us  would  not. 

But  a passive  posture  would  not  be  very  effec- 
tive in  keeping  such  things  from  coming  to  pass. 
Something  has  to  be  done  collectively,  by  us, 
unless  physicians  are  content  to  become  techni- 
cians in  a regulated  public  utility. 

I have  left  great  gaps  in  recounting  the  serv- 
ices and  functions  of  the  AMA.  There  has  been 
scant  mention  of  the  publications  for  physicians 
and  laymen  alike.  Most  of  the  valuable  scien- 
tific councils  and  committees  and  the  hundreds 
of  our  colleagues  who  guide  their  contributions 
have  gone  unmentioned.  The  roster  of  surro- 
gate services  undertaken  for  the  public  good 
is  uncommonly  long,  too  long  to  inflict  on  a 
patient  audience  which  scarcely  needs  the  reci- 
tation. 

My  hope  has  been,  not  to  evangelize  you, 
but  to  state  in  terms  that  may  be  helpful  to  you 
an  evangelistic  point  of  view  which  you  may 
carry  forth. 

I would  like  to  close  with  what  may  be  a tru- 
ism rather  than  a profound  new  observation,  yet 
I offer  it  almost  as  a benediction.  Grant  us  a 
profession  populated  by  men  and  women  of  com- 
petence, integrity,  and  a will  to  do  their  best 
for  their  people,  and  we  will  give  you  care  for 
the  health  of  our  Nation  without  the  need  for 
restrictive  systems,  intricate  controls,  or  mas- 
sive governmental  interventions.  This  is  what  the 
AMA  is  all  about. 
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Topics  Of  ^ 

Current 

Medical  Interest  J 

OPINION  OF  LEGAL  COUNSEL  FOR 
CALIFORNIA  MEDICAL  ASSOCIATION 
ON  "ACUPUNCTURE"  (May  29,  73) 

CMA  has  received  a number  of  inquiries  re- 
garding the  legal  status  of  acupuncture.  Acu- 
puncture is  the  practice  of  medicine,  since  it 
requires  piercing  of  the  tissues.  It  is  therefore 
our  opinion  that  acupuncture  can  be  practiced 
only  by  a licensed  physician  and  surgeon.  Un- 
licensed persons  are  lawfully  permitted  to  prac- 
tice acupuncture  only  under  the  conditions  de- 
scribed in  Business  & Professions  Code  § 2145.1. 
This  legislation,  sponsored  by  CMA  at  the  1972 
session,  permits  unlicensed  persons  to  perform 
acupuncture  “in  an  approved  medical  school  for 
the  primary  purpose  of  scientific  investigation 
. . . under  the  supervision  of  a licensed  physician 
and  surgeon.”  Otherwise,  it  may  be  contended 
that  assisting  an  unlicensed  person  to  perform 
acupuncture  is  abetting  the  unlicensed  practice 
of  medicine. 

It  is  questionable  whether  acupuncture  may 
be  performed  by  a registered  nurse.  The  scope 
of  nursing  practice  depends  to  a large  extent 
upon  “specific  knowledge  based  on  the  prin- 
ciples of  scientific  medicine,  such  as  acquired 
by  means  of  a prescribed  course  in  an  accre- 
dited school  of  nursing.”  Acupuncture  does  not 
seem  to  meet  this  definition. 

Assuming  that  only  physicians  may  lawfully 
perform  acupuncture  in  California,  the  next 
question  is  whether  or  not  even  physicians 
should  do  so.  In  our  opinion,  physicians  prop- 
erly can  perform  acupuncture  in  the  course  of 
scientific  investigation.  The  manner  in  which 
scientific  investigation  is  to  be  carried  on  is  de- 
termined by  good  medical  practice.  A mere 
claim  that  acupuncture  is  being  performed  as 
“research”  will  not  suffice,  if  usual  protocol  for 
scientific  research  is  not  being  observed.  In  ad- 
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dition,  the  special  requirements  for  informed 
consent  in  connection  with  experimentation  or 
research  obviously  apply.  Many  investigators 
contend  that  only  university  medical  schools 
have  the  resources  to  properly  conduct  research 
into  acupuncture. 

Good  medical  practice  must  determine  wheth- 
er or  not  acupuncture  can  be  performed  for 
therapy  or  anesthesia  by  the  practicing  physi- 
cian. Standards  of  medical  practice  are  better 
defined  by  physicians  than  by  lawyers.  How- 
ever, if  there  were  any  untoward  event  resulting 
from  acupuncture,  the  physician  must  anticipate 
being  required  to  defend  his  use  of  this  modality 
on  the  witness  stand.  If  the  physician  is  unable 
to  defend  on  the  basis  of  scientific  theory  and 
practice,  one  can  only  guess  at  the  jury’s  conclu- 
sion if  there  is  any  injury. 

While  the  standard  of  practice  is  ordinarily 
defined  by  the  medical  profession,  good  prac- 
tice also  is  occasionally  determined  by  other 
criteria.  For  instance,  actions  by  particular  gov- 
ernment agencies  sometimes  established  stan- 
dards of  practice.  The  Food  & Drug  Administra- 
tion is  not  authorized  to  regulate  medical  prac- 
tice directly.  On  the  other  hand,  FDA  actions 
are  sometimes  authoritative,  and  establish  stan- 
dards of  practice.  On  March  9,  1973,  the  Food  & 
Drug  Administration  published  a notice  which 
classifies  acupuncture  needles  and  accessories  as 
being  limited  to  investigational  or  research  use. 
This  notice  is  binding  upon  manufacturers,  pack- 
ers and  distributors,  if  not  directly  binding  upon 
the  practicing  physician.  On  the  other  hand,  the 
FDA  notice  may  be  offered  into  evidence 
against  a practicing  physician  who  has  used 
acupuncture,  if  there  is  any  injury.  Some  of  the 


statements  in  the  FDA  notice  are  worthy  of  quo- 
tation. The  notice  states  that  “Although  various 
theories  have  been  advanced  as  to  how  medical 
results  can  be  obtained  through  the  use  of  acu- 
puncture, none  has  been  proved  or  generally  ac- 
cepted, and  there  is  a body  of  scientific  opinion 
which  questions  the  safety  and  effectiveness  of 
acupuncture  in  many  of  the  uses  for  which  it 
is  now  being  applied.”  FDA  held  a meeting 
several  months  ago,  attended  by  representatives 
of  AMA,  the  National  Institutes  of  Health,  the 
American  Society  of  Anesthesiologists,  and  vari- 
ous public  officials,  including  the  California  De- 
partment of  Public  Health.  FDA  states  that  “It 
was  the  consensus  of  this  group  that  acupunc- 
ture devices  should  be  restricted  to  investiga- 
tional use  by  licensed  practitioners  . . .”  The 
FDA  action  states  the  need  for  “adequate  in- 
formed consent  and  institutional  committee  re- 
view for  such  investigations,  utilizing  as  a guide- 
line the  standards  established  for  investigational 
drugs.” 

We  are  occasionally  asked  whether  a physi- 
cian faces  any  liability  if  he  refers  a patient  to 
an  acupuncturist.  If  the  acupuncturist  is  unli- 
censed, it  may  be  contended  that  he  is  abetting 
the  unlicensed  practice  of  medicine.  If  the  acu- 
puncturist is  a licensed  physician,  the  physician’s 
judgment  in  referring  a patient  for  such  a pro- 
cedure may  be  questioned,  if  the  therapist  is  not 
truly  engaged  in  valid  scientific  investigation. 
While  a referring  physician  is  not  directly  liable 
for  the  actions  of  a physician  receiving  the  re- 
ferral, nonetheless  the  very  decision  to  refer  a 
patient  is  a matter  of  medical  judgment.  This 
decision  also  must  be  supportable  by  standards 
of  good  medical  practice. 
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QUESTIONS  AND  ANSWERS 

METHADONE  TREATMENT 
PROGRAMS 
FDA  REGULATIONS 

Prepared  by  the  Food  and  Drug  Administra- 
tion in  cooperation  with  the  Committee  on  Alco- 
holism and  Drug  Dependence  of  the  Council  on 
Mental  Health  of  the  American  Medical  Asso- 
ciation. 

Distributed  by  American  Medical  News. 

(1)  What  is  a methadone  treatment  program? 

A methadone  treatment  program  is  a program 

approved  by  the  State  Authority  and  the  FDA 
to  utilize  methadone  for  the  treatment  of  nar- 
cotic dependent  individuals.  This  treatment  pro- 
gram must  provide  access  for  its  patients  to  a 
full  range  of  rehabilitative  and  medical  services. 

Methadone  may  be  utilized  in  such  a treat- 
ment program  for  either  or  both  of  the  follow- 
ing types  of  treatment:  Detoxification  treatment, 
which  must  be  accomplished  within  a time  pe- 
riod of  three  weeks,  and  methadone  mainte- 
nance treatment,  which  consists  of  the  adminis- 
tration of  methadone  over  an  extended  period 
of  time. 

Methadone  treatment  programs  are  encour- 
aged to  offer  both  detoxification  treatment  and 
maintenance  treatment,  since  as  wide  a spectrum 
of  services  as  possible  will  serve  to  attract  po- 
tential patients  into  treatment  and  to  effectively 
serve  those  individuals  once  they  are  in  treat- 
ment. 

(2)  What  is  detoxification  treatment? 

Detoxifation  treatment  is  the  medically  super- 
vised withdrawal  with  methadone  from  a state  of 
physical  dependence  on  opioid  drugs  in  connec- 
tion with  the  provision  of  necessary  medical  and 
rehabilitative  services  as  outlined  in  the  FDA 


regulations.  This  type  of  treatment  must  be  com- 
pleted within  a three  week  time  period. 

No  take  home  medication  is  allowed  in  detoxi- 
fication treatment.  That  is,  the  patient  must  come 
seven  days  per  week  to  the  clinic  for  one-site, 
observed  methadone  ingestion. 

(3)  Where  can  detoxification  treatment  be  ac- 
complished? 

Detoxification  treatment  may  be  accomplish- 
ed on  an  out-patient  basis  under  the  auspices  of 
a methadone  treatment  program  or  on  an  in- 
patient basis  in  a hospital  which  has  been  ap- 
proved by  the  State  and  the  FDA  under  condi- 
tions for  use  of  methadone  in  hospitals  as  speci- 
fied by  130.44(f)  of  the  regulations.  Hospitals 
wishing  to  provide  detoxification  treatment  on 
an  out-patient  basis  would  need  to  make  applica- 
tion to  be  a methadone  treatment  program,  as 
specified  by  130.44(d). 

(4)  Does  the  three-week  time  constraint  in  the 
definition  of  detoxification  apply  to  patients  on 
methadone  maintenance  who  are  being  with- 
drawn from  methadone? 

No.  The  gradual  withdrawal  of  methadone 
from  patients  who  are  already  stabilized  on 
methadone  in  a methadone  treatment  program 
is  not  defined  by  the  regulations  as  “detoxifica- 
tion.” This  period  of  gradual  withdrawal  from 
methadone  may  extend  over  whatever  period  of 
time  is  deemed  clinically  appropriate. 

(5)  What  services  must  be  provided  by  metha- 
done treatment  programs? 

In  addition  to  medication  dispensation,  a 
methadone  treatment  program  must  provide,  as 
a minimum,  counselling,  rehabilitative  and  so- 
cial services  (e.g.  vocational  and  education  guid- 
ance, employment  placement)  which  will  help 
the  patient  become  a well-functioning  member 
of  society.  A treatment  program  must  also  pro- 
vide a comprehensive  range  of  medical  services. 
All  services  must  be  readily  available  to  the  pa- 
tients. The  program  will  be  held  accountable  if 
the  patient  is  in  need  of  these  and  is  unable  to 
obtain  them.  This  does  not  imply  that  the  treat- 
ment program  itself  must  provide  these  services. 
Such  services  may  be  made  available  as  set  forth 
in  documented  arguments.  It  is  not  possible  to 
define  precisely  what  minimum  services  must 
be  provided  at  the  site  of  the  program.  There  is 
a great  variety  of  conditions  that  will  necessitate 
the  acquisition  of  these  services  at  other  facili- 
ties. It  is  essential  that  the  program  sponsor  as- 
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sume  the  responsibility  for  providing  the  entire 
range  of  services  and  has  documentation  to  that 
effect.  FDA  and  State  Authorities  will  be  check- 
ing on  not  only  the  availability  but  the  utiliza- 
tion of  these  services  at  the  time  of  on-site  in- 
spections. 

(6)  Must  a patient  undergoing  detoxification 
in  a methadone  treatment  program  be  provided 
with  the  same  services  as  a patient  on  metha- 
done maintenance  at  that  program? 

No.  But,  these  services  must  be  available  to  all 
patients  since  all  methadone  treatment  programs 
can  be  approved  only  if  they  have  a full  range 
of  services  necessary  for  maintenance.  Past  ex- 
perience with  detoxification  without  the  provi- 
sion of  ancillary  services  has  demonstrated  only 
limited  success.  The  program  should  see  that 
the  patient  is  offered  the  full  range  of  rehabili- 
tative services  and  is  strongly  encouraged  to 
make  use  of  these.  These  services  should  be  con- 
tinued even  after  reaching  a drug  free  state 
until  stability  has  been  demonstrated  to  the  satis- 
faction of  the  program  sponsor. 

(7)  What  is  methadone  maintenance  treat- 
ment? 

Methadone  maintenance  is  a modality  of  treat- 
ment which  is  carried  on  in  a methadone  treat- 
ment program  and  which  consists  of  the  admin- 
istration of  methadone  over  an  extended  period 
of  time  (exceeding  a three-week  period)  in  con- 
junction with  the  provision  of  necessary  rehabili- 
tative and  medical  services  as  outlined  in  the 
regulations.  Specificilly,  methadone  maintenance 
may  be  construed  as  the  administration  of  metha- 
done for  any  period  of  time  over  twenty-one 
days.  An  eventual  drug-free  state  is  the  treat- 
ment goal  for  patients,  although  it  is  recognized 
that  for  some  patients  the  drug  may  be  needed 
for  long  periods  of  time.  However,  there  is  no 
implication  that  methadone  must  be  given  over 
long  periods  of  time;  the  dosage  schedule  for 
each  patient  should  be  reviewed  on  an  individual 
basis  and  constitutes  a medical  decision. 

(8)  What  is  a medication  unit? 

A Medication  Unit  is  a facility  — e.g.  a physi- 
cian’s office,  a clinic,  an  industrial  plant  facility, 
a community  pharmacy  — which  has  been  ap- 
proved by  the  State  and  the  FDA  as  part  of 
a methadone  treatment  program,  to  provide  for 
the  administration  of  methadone  and  the  collec- 
tion of  urine  samples  for  patients  who  are  on 
methadone  maintenance  treatment.  The  patients 
referred  to  such  a unit  must  have  reached  a 


stable  dosage  level  and  have  shown  satisfactory 
evidence  of  progress  toward  rehabilitation.  De- 
toxification as  a specific  treatment  modality  may 
not  be  carried  out  in  a Medication  Unit.  It  should 
be  noted,  however,  that  the  gradual  withdrawal 
of  methadone  for  patients  who  are  stabilized  on 
methadone  may  be  carried  out  at  such  facilities 
providing  that  such  withdrawal  is  under  the  di- 
rection of  the  methadone  treatment  program  of 
which  the  Medication  Unit  is  a part. 

(9)  May  a patient  who  is  not  currently  physic- 
ally dependent  on  opioid  drugs  ever  be  admitted 
to  a methadone  treatment  program? 

It  is  assumed  that  the  vast  majority  of  patients 
who  enter  methadone  treatment  programs  to  be 
placed  on  methadone  maintenance  will  be  phy- 
sically dependent  on  an  opioid  drug  at  the  time 
of  admission.  There  are  possible  exceptions,  how- 
ever, when  this  may  not  be  the  case.  An  example 
would  be  upon  release  of  a patient  with  a his- 
tory of  opioid  drug  abuse  from  a correctional  or 
or  chronic  care  institution.  The  physician  must 
use  his  clinical  judgment  to  determine  what  is 
appropriate  justification  in  such  an  instance  and 
must  document  same  in  the  patient’s  record.  At 
no  time,  however,  may  a patient  be  admitted 
to  detoxification  treatment  when  he  is  not  cur- 
rently physically  dependent  on  opioid  drugs. 

(10)  How  long  must  an  individual  be  physic- 
ally dependent  on  opoid  drugs  before  he  can 
enter  a methadone  treatment  program? 

Detoxification  — There  is  no  specific  length 
of  time  of  physical  dependence  history  required. 
It  is  only  necessary  that  the  person  be  currently 
physically  dependent  at  the  time  of  admission 
and  in  need  of  substitutive  treatment. 

Methadone  Maintence  — To  qualify  for  admis- 
sion to  a methadone  maintenance  treatment  pro- 
gram, a patient  must  have  a history  of  having 
become  physically  dependent  on  an  opioid  sub- 
stance at  least  two  years  prior  to  the  time  of 
this  evaluation. 

(11)  What  is  meant  by  a two  year  history  of 
physical  dependence  as  it  relates  to  the  patient 
seeking  admission  to  methadone  maintenance? 

The  onset  of  physical  dependence  in  a par- 
ticular case  must  have  been  at  least  two  years 
prior  to  the  time  of  the  current  evaluation.  This 
means  that  the  person  must  have  been  psysically 
dependent  on  an  opioid  drug  two  years  before 
the  evaluation.  That  is,  had  that  individual  stop- 
ped opioid  use  at  the  time,  he  would  have  ex- 
perienced a withdrawal  syndrome.  This,  gen- 
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erally,  is  synonymous  with  the  daily  use  of  opioid 
drugs  for  some  extended  period  of  time.  The 
individual  need  not  have  been  continuously  phy- 
sically dependent  on  opioid  drugs  during  the 
two  year  period. 

(12)  Are  there  any  standards  for  laboratories 
who  perform  urine  testing  services  for  metha- 
done treatment  programs? 

In  the  near  future,  each  methadone  treatment 
program  will  be  required  to  utilize  only  those 
laboratories  which  participate  in  the  Proficiency 
Testing  Program  under  the  direction  of  the 
Center  for  Disease  Control  in  Atlanta,  Georgia. 
Participating  laboratories  will  be  listed  and  iden- 
tified to  approved  methadone  treatment  pro- 
grams. 

(13)  Are  there  any  situations  where  parental 
consent  is  not  needed  prior  to  treating  patients 
under  age  18? 

Such  treatment  is  permissible  in  those  States 
where  State  Law  specifically  permits  treatment 
for  drug  abuse  without  parental  consent.  Also, 
in  some  States,  “Emancipated  Minor  Statutes” 
permit  such  treatment  in  certain  situations. 

(14)  Who  may  be  a “program  sponsor”? 

A program  sponsor  may  be  any  person  who  is 
willing  to  assume  responsibility  for  all  facets  of 
treatment  program  activity  and  who  had  had 
Form  FD  2632  approval  by  the  State  Authority 
and  the  FDA.  It  is  not  necessary  that  he  be  a 
physician,  but  he  must  be  able  to  demonstrate 
that  the  treatment  program  will  have  the  requi- 
site medical  and  rehabilitative  services. 

(15)  Who  must  sign  Form  FD  2633,  “Medical 
responsibility  statement  for  use  of  methadone 
in  a treatment  program”? 

Every  physician  who  is  authorized  by  the  pro- 
gram sponsor  to  prescribe,  dispense  and/or  ad- 
minister methadone  in  an  approved  program 
must  sign  Form  FD  2633.  A physician  who,  for 
example,  performs  general  medical  services,  but 
does  not  prescribe,  dispense  and/or  administer 
methadone,  need  not  sign  the  form. 

(16)  Must  each  treatment  program  have  a 
medical  director? 

Yes.  One  physician  must  be  designated  on 
Form  FD  2632  by  the  program  sponsor  as  hav- 
ing total  responsibility  for  all  medical  aspects  of 
the  particular  treatment  program.  A physician 
can  be  a Medical  Director  at  more  than  one  pro- 
gram providing  he  is  able  to  assume  the  full 
responsibility  for  all  medical  aspects  of  the  pro- 
gram. Of  course,  geographical  location,  type  and 


number  of  staff,  number  of  patients  in  treatment 
plus  professional  activities  of  the  physician  in 
other  than  the  methadone  treatment  programs 
would  all  have  a bearing  on  this.  Ideally,  the 
Medical  Director  would  be  responsible  for  only 
one  program. 

(17)  What  are  the  responsibilities  of  a Medical 
Director? 

These  responsibilities  include,  but  are  not 
necessarily  limited  to,  evaluation  of  physical  and 
psychologic  dependence,  addiction  history,  med- 
ical history  and  physical  examination,  providing 
for  the  performance  of  appropriate  laboratory 
tests,  and  ultimate  determination  of  a prospec- 
tive patient’s  acceptance  for  methadone  treat- 
ment. When  a patient  is  admitted  to  treatment, 
it  is  the  Medical  Director’s  responsibility  to  as- 
sure that  the  appropriate  dosage  levels  of  metha- 
done are  prescribed  and  that  changes  are  made 
when  clinically  indicated.  He  must  ensure  that 
the  individual  patient’s  medical  needs  are  pe- 
riodically assayed  and  that  appropriate  medical 
services  are  provided. 

(18)  May  a person  be  listed  as  program  spon- 
sor for  more  than  one  program? 

Where  there  is  a network  of  treatment  pro- 
grams centrally  administered,  the  person  who 
directs  that  administration  is  considered  to  be, 
and  must  be  listed  on  Form  FD  2632,  as  pro- 
gram sponsor  for  all  treatment  programs  within 
that  network.  In  such  a situation,  one  individual 
at  each  separate  treatment  program  must  also 
be  identified  as  the  person  responsible  for  that 
particular  program.  Such  an  arrangement  estab- 
lishes dual  responsibility  for  each  program  in  the 
network. 

(19)  What  is  the  minimum  staffing  pattern  re- 
quired for  the  operation  of  a methadone  treat- 
ment program? 

There  must  be  at  least  the  equivalent  of  one 
full-time  physician,  two  full-time  registered  or 
practical  nurses,  and  four  full-time  counselors 
for  each  300  patients. 

“Full-time”  is  to  be  considered  service  during 
a full  work  week  (35-40  hours). 

“Equivalent”  means  that  a number  of  different 
individuals  within  a specified  category  (physi- 
cian, nurse  or  counselor)  may  work  on  a part- 
time  basis,  provided  that  the  total  time  by  cate- 
gory meets  the  required  minimum. 

(20)  May  a treatment  program  with  fewer 
than  300  patients  “pro-rate”  its  staff? 

Yes.  For  example,  a treatment  program  with 
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150  patients  may  have  as  a minimum,  20  hours 
of  physician-time,  40  hours  of  nurse-time,  and 
80  hours  of  counselor-time.  Whenever  the  num- 
ber of  hours  exceeds  40  hours  per  week  (as  with 
counselors  in  the  example  above),  another  indi- 
vidual of  that  category  must  be  added  to  that 
program. 

(21)  In  what  way  may  a physician  participate 
in  a methadone  treatment  program? 

A physician  may  participate  in  the  following 
ways: 

1.  He  may  be  a program  sponsor.  Form  FD 

2632  must  be  submitted. 

2.  He  may  be  a Medical  Director.  Form  FD 

2633  must  be  submitted. 

3.  He  may  be  medically  responsible  for  pre- 
scribing, dispensing  and/or  administering  metha- 
done. Form  FD  2633  must  be  submitted. 

4.  He  may  provide  any  medical  services  ex- 
cept for  prescribing,  dispensing  and/or  adminis- 
tering methadone.  These  services  may  be  per- 
formed at  the  program  site  or  at  an  affiliated 
institution,  such  as  a hospital.  He  must  be  listed 
as  performing  these  services  on  Form  FD  2632. 

5.  He  may  be  authorized  by  the  program  spon- 
sor to  operate  as  a “Methadone  Treatment  Med- 
ication Unit.”  He  must  be  listed  on  Form  FD 
2632. 

The  medical  responsibilities  of  a physician  in 
a methadone  program,  whether  he  serves  in  a 
full-time  or  part-time  capacity,  are  the  same 
as  would  exist  in  any  type  of  medical  practice. 
That  is,  he  is  held  professionally,  legally,  and 
ethically  responsible  in  his  practice  of  medicine 
with  drug  dependent  patients. 

(22)  May  a private  physician  treat  drug-de- 
pendent patients  with  methadone? 

Yes. 

1.  A private  practitioner  may  become  a pro- 
gram sponsor  and  will  be  governed  by  the  same 
requirements  as  any  other  program  sponsor.  He 
must  develop  a treatment  program  which  can 
provide  the  full  range  of  comprehensive  serv- 
ices. Supportive  services  may  be  made  available 
through  documented  contractual  agreements 
with  other  organizations  and  institutions.  The 
staffing  pattern  for  this  type  of  program  must 
meet  the  same  requirements  as  those  that  gov- 
ern all  other  programs.  It  is  also  his  responsi- 
bility to  see  that  the  patient  receives  the  requi- 
site medical  and  social  rehabilitative  services. 

2.  Detoxification  treatment  can  be  provided 
drug-dependent  patients  in  an  approved  hospital 


on  an  in-patient  basis  without  filing  an  applica- 
tion as  program  sponsor  for  a methadone  treat- 
ment program. 

3.  Temporary  maintenance  treatment  can  be 
provided  in  an  approved  hospital  to  a drug-de- 
pendent patient  who  is  hospitalized  for  treat- 
ment of  a medical  condition  other  than  drug  de- 
pendence and  who  requires  temporary  metha- 
done maintenance  treatment  during  the  critical 
period  of  his  stay  in  order  to  prevent  the  de- 
velopment of  acute  opiate  withdrawal. 

(23)  What  is  meant  by  “an  adverse  reaction 
to  methadone”? 

It  is  the  physician,  based  on  his  clinical  judg- 
ment, who  determines  what  should  be  classified 
as  an  adverse  reaction.  Such  designation  should 
be  based  on  the  knowledge  of  the  usual  effects 
of  methadone  in  clinical  practice.  The  designated 
form  should  be  filled  out  and  sent  to  the  FDA 
within  two  weeks  of  an  occurrence. 

(24)  What  is  meant  by  the  term  “licensed  prac- 
titioner” in  the  methadone  regulations? 

Any  person  authorized  by  either  the  Federal 
Government  or  the  jurisdiction  in  which  he  prac- 
tices to  prescribe,  dispense  or  administer  Sched- 
ule II  controlled  substances  is  considered  a “li- 
censed practitioner”  for  purposes  of  the  metha- 
done regulations.  This  includes  a physician, 
pharmacist,  dentist,  nurse  or  other  person  li- 
censed by  the  State  to  dispense  or  administer 
controlled  substances,  as  defined  by  the  Con- 
trolled Substances  Act. 


ANTI-CHICKENPOX  BANK 

Chickenpox  can  be  deadly  for  high-risk,  sus- 
ceptible children  who  have  or  have  had  close 
exposure  to  an  active  case  of  varicella.  Children 
at  high-risk  are  those  with  immunodeficiency 
diseases,  leukemia  or  lymphoma,  or  those  taking 
immunosuppressive  drugs. 

It  is  imperative  that  an  adequate  supply  of 
zoster  immune  plasma  (ZIP)  be  available  for 
distribution.  The  risk  of  complications  following 
chickenpox  exposure,  or  when  the  disease  is 
present,  can  be  reduced  by  giving  these  children 
ZIP  obtained  from  adults. 

It  is  requested  that  all  adults  who  have  either 
chickenpox  or  shingles  be  referred  to  Blood  Serv- 
ices for  plasmapheresis  between  the  14th  and 
21st  day  of  their  illness.  Please  contact  Mr.  Dar- 
win Kolle  at  Blood  Services,  Corporate  Office 
(602)  946-4201. 
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ON  MEDICAL  CLASS  REUNIONS 


DRY  GULCH  JAKE 


The  most  reliable  advice  and  information 
about  this  mundane  subject,  has  recently  come 
to  light,  an  inscription  on  the  wall  in  a crypt 
containing  a Pharaoh  in  one  of  the  major  pyra- 
mids. A liberal  translation  goes  something  like 
this,  “avoid  reunions  at  all  costs,  especially  the 
40th  and  thereafter.” 

Carefully  ignoring  this  and  all  other  valuable, 
freely  given  advice,  to  stay  away,  Doctor  New- 
man Nash  and  myself  sallied  forth.  Just  why 
we  persisted,  “passeth  all  understanding,”  it 
passed  my  bride  of  several  summers,  so  com- 


pletely, that  she  refused  to  set  foot  in  “Bean 

rp  » 

town. 

You  will  be  especially  fortunate,  if  you  are 
so  unfortunate  as  to  persist  in  attending  your 
40th,  you  will  be  most  handsomely  rewarded 
if  you  can  find  a compliant  classmate  to  get 
you  on  and  off  the  plane  and  make  all  the  ar- 
rangements. Even  with  the  advanced  planning 
for  the  campaign,  well  conducted  by  one  New- 
man Nash,  and  his  planning  would  shame  that  of 
a G-2  on  a Continental  Army  level,  and  that 
doesn’t  refer  to  G.  Washington’s  Continentals, 
even  with  this  planning  and  logistical  support 
you’re  right,  I missed  the  plane.  It’s  a long  walk 
to  Boston  — I find. 

Bean  Town  was  never  known,  in  earlier  days, 
to  do  anything  more  rash  than  to  dump  George 
the  Ill’s  tea  in  the  Bay  and  produce  some 
radical  rabble  rousers  like  Sam  Adams  and  fast 
horsemen  like  Paul  Revere. 

But  things  are  gradually  changing.  The  Old 
Howard,  is  long  since  gone  and  along  with  the 
“Bumps  and  Grinds”  which  got  more  attention 
from  medical  students  than  some  of  the  Richard 
Cabot  Clinics,  gone  too  is  Haymarket  and 
Scully  Squares.  So  far  no  one  has  absconded 
with  or  lifted  a brick  from  Faneuil  Hall. 

So  it  is  with  some  trepidation  that  one  ap- 
proaches Longwood  Avenue,  the  marbled  col- 
umned formal  buildings  which  were  once  “the 
core”  of  the  Medical  School.  New  silica  lined 
buildings  arise  on  all  sides  but  the  old  quad- 
rangle persists  facing  Vanderbilt  Hall,  and  fur- 
ther down  Simmons  College,  sometimes  known 
as  the  muscle  factory  for  women. 

The  Brigham  with  its  drafty  ramps,  “Outdoor 
Department,”  and  ghosts  who  murmur  of  Henry 
Christian,  Harvey  Cushing,  Sam  Levine,  But 
Wolbach,  and  their  successors,  the  Brigham  still 
prevails.  (But  probably  soon  to  meet  the  demo- 
lition crew). 

The  gist  of  all  this  palaver  is  that  if  you 
persist  in  going  to  your  medical  class  reunion, 
go  before  the  40th.  Go  before  the  physical  plant 
and  scholarly  faculty  start  their  slow  demise. 

One  thing  I must  say,  after  40  years,  none  of 
my  erudite  classmates  thought  it  worthwhile  to 
try  to  impress  one  another  with  “interesting 
cases”  or  scholastic  accomplishments,  or  eco- 
nomic attainment.  That  in  itself  was  an  interest- 
ing case. 
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ArMA  Reports 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 


PUBLIC  RELATIONC  COMMITTEE 

The  meeting  of  the  Public  Relations  Committee  of 
the  Arizona  Medical  Association,  Inc.,  held  at  810  W. 
Bethany  Home  Road,  Phoenix,  Arizona,  on  Thursday, 
June  14,  1973,  convened  at  6:29  p.m.,  Charles  H.  Fin- 
ney, M.D.,  Chairman,  presiding. 

MINUTES 

Minutes  of  the  meeting  held  11/1/72  were  approved 
and  distributed. 


TEL-MED 

Mr.  Robinson  reviewed  the  new  Tel-Med  program 
created  by  the  San  Bernadino  County  Medical  Society, 
which  provides  free  health  care  medical  information  to 
the  general  public  as  one  of  the  innovative  public  rela- 
tions programs  being  sponsored  by  medical  organiza- 
tions - RECEIVED. 

1973  ANNUAL  MEETING  P.R.  ACTIVITY 
REPORT 

Summary:  Overall  commercial  value  of  time  and  space 
provided  by  statewide  (and  national)  commercial  media: 
$ 8,300.00  Radio 

35.910.00  Television 

15.294.00  Newspaper 
$59,504.00  TOTAL 

The  dollar  value  of  the  exposure  attained  is  matched 
by  the  favorable  relations  created  with  the  media  man- 
agement and  staff.  This  marked  an  8.7%  increase  in 
dollar  exposure  over  the  1972  meeting  public  relations 
program.  — RECEIVED. 


FUTURE  DIRECTIONS 

Dr.  Finney  reviewed  a suggested  three-prong  ap- 
proach to  public  relations  for  the  committee’s  considera- 
tion. 

1.  That  we  actively  counter  unjust  sttaements  and 
criticism  on  a timely  basis. 

2.  Thtat  we  prepare  material  for  the  media  on  an 
ongoing  basis,  emphasizing  the  positive  aspects  of  the 
medical  profession. 

3.  That  we  develop  an  aggressive  program  offering 
the  public  the  profession’s  position  on  current  health 
matters. 

Extensive  discussion  ensued  on  the  above,  and  meth- 
ods to  be  used  in  accomplishing  these  concepts,  in- 
cluding such  ideas  as: 

— A liftle  bit  of  news  often  instead  of  a big  push 
once  or  twice  a year. 

— Make  more  use  of  the  daily  T.V.  talk  shows. 

— Utilize  public  service  T.V.  spots  to  a greater  degree. 

— “Health  Tip  for  the  Day”  program  for  newspapers 
on  a free  basis  if  possible,  on  a paid  basis  if  neces- 
sary. 

— Poll  the  membership  to  see  “who  knows  who”  with 
an  eye  to  utilizing  personal  contacts. 

— Solicit  recommendations  from  our  P.R.  consultants 
on  how  best  to  accomplish  program  goals. 

— Encourage  speakers’  bureau  at  the  county  level. 

IT  WAS  DETERMINED  TO  PROCEED  WITH 
THE  ABOVE  PROGRAM.  MR.  ROBINSON  IS  TO 
DEVELOP,  IN  CONJUNCTION  WITH  OUR  PUBLIC 
RELATIONS  CONSULTANTS,  METHODOLOGY  TO 
ACCOMPLISH  THE  GOALS.  DR.  FINNEY  IS  TO 
GIVE  THOUGHT  TO  MAKING  SPECIFIC  ASSIGN- 
MENTS TO  COMMITTEE  MEMBERS. 

Meeting  adjourned  7:52  p.m. 

Edward  Sattenspiel,  M.  D. 

Secretary 


ARIZONA  MEDICINE 


m 


Directory 


THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  810  W.  BETHANY  HOME  ROAD,  PHOENIX,  ARIZONA  85013. 

OFFICERS  AND  DIRECTORS  - 1973-74 


President— Philip  E.  Dew,  M.D 

President-Elect— William  G.  Payne,  M.D 

Vice  President— William  C.  Scott,  M.D 

Secretary— Edward  Sattenspiel,  M.D 

Treasurer— Richard  L.  Dexter,  M.D 

Speaker  of  the  House— Robert  A.  Price,  M.D 

Past  President— John  J.  Standifer,  M.D 

Editor-In-Chief— John  R.  Green,  M.D 

Delegate  to  AMA— Daniel  T.  Cloud,  M.D 

Delegate  to  AMA— Seymour  I.  Shapiro,  M.D 

Alternate  Delegate  to  AMA— Arthur  V.  Dudley,  Jr.,  M.D 

Alternate  Delegate  to  AMA— William  B.  Helme,  M.D 

DISTRICT  DIRECTORS 

Central  District— W.  Scott  Chisholm,  Jr.,  M.D 

Central  District— Charles  H.  Finney,  M.D 

Central  District— George  L Hoffmann,  M.D 

Central  District— Wallace  A.  Reed,  M.D 

Central  District— Lawrence  J.  Shapiro,  M.D 

Northeastern  District— Richard  B.  Johns,  M.D 

Northwestern  District— John  F.  Kahle,  M.D 

Southeastern  District— Bruce  N.  Curtis,  M.D 

Southern  District— Henry  P.  Limbacher,  M.D 

Southern  District— Vemor  F.  Lovett,  M.D 

Southern  District— George  W.  Nash,  M.D 

Southwestern  District— Glen  H.  Walker,  M.D 


P.O.  Box  1911,  Tucson 

P.  O.  Box  V,  Tempe 

. . College  of  Medicine,  U of  A,  Tucson 

333  W.  Thomas  Rd.,  Phoenix 

116  N.  Tucson  Blvd.,  Tucson 

4247  N.  32nd  St.,  Phoenix 

412  E.  Oak  St.,  Kingman 

302  W.  Thomas  Rd.,  Phoenix 

3411  N.  5th  Ave.,  Phoenix 

....  1601  N.  Tucson  Blvd.,  #24,  Tucson 
....  1601  N.  Tucson  Blvd,  #23,  Tucson 
926  E.  McDowell  Rd.,  Phoenix 

1158  E.  Missouri,  Phoenix 

555  W.  Catalina,  Phoenix 

438  W.  5th  Place,  Mesa 

758  E.  McDowell  Rd.,  Phoenix 

444  W.  Osborn,  Phoenix 

P.  O.  Box  520,  Payson 

715  N.  Beaver,  Flagstaff 

618  N.  Central  Ave.,  Safford 

116  N.  Tucson  Blvd.,  Tucson 

5402  E.  Grant  Road,  Tucson 

Craycroft  Medical  Center,  #306,  Tucson 
291  W.  Wilson,  Coolidge 


85702 

85281 

85724 

85013 

85716 

85018 

86401 

85013 

85013 
85716 
85716 
85006 

85014 
85013 
85201 
85006 
85013 
85541 
86001 
85546 
85716 
85712 
85711 
85228 


COMMITTEES  - 1973-74 

ARTICLES  OF  INCORPORATION  & BYLAWS  COMMITTEE: 
Charles  E.  Henderson,  M.D.,  Chairman,  (Phoenix);  Arnold  H. 
Dysterheft,  M.D.  (Lakeside);  William  W.  McKinley,  Jr.,  M.D. 
(Scottsdale);  William  B.  Steen,  M.D.  (Tucson);  Clarence  E. 
Yount,  Jr.,  M.D.  (Prescott). 

BENEVOLENT  & LOAN  FUND  COMMITTEE:  Daniel  T.  Cloud, 
M.D.,  Chairman  (Phoenix);  George  Adams,  M.D.  (Tucson); 
Richard  L.  Dexter,  M.D.  (Tucson);  Arthur  V.  Dudley,  Jr., 
M.D.  (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  Cecil  C. 
Vaughn,  Jr.,  M.D.  (Phoenix);  Karl  E.  Voldeng,  M.D. 
(Phoenix). 

FINANCE  COMMITTEE:  Richard  L.  Dexter,  M.D.,  Chairman 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Philip  E. 
Dew,  M.D.  (Tucson);  William  J.  Dunn,  M.D.  (Phoenix); 
V.  Eugene  Frazier,  M.D.  (Mesa);  Charles  C.  Hedges,  Jr., 
M.D.  (Phoenix);  Gerald  Marshall,  M.D.  (Phoenix);  Robert 
P.  Purpura,  M.D.  (Tucson);  Seymour  I.  Shapiro,  M.D.  (Tuc- 
son); Max  L.  Wertz,  M.D.  (Phoenix). 

GOVERNMENTAL  SERVICES  COMMITTEE:  Walter  R.  Eicher, 

M. D.,  Chairman  (Chandler);  John  A.  Ash,  M.D.  (Phoenix); 
Otto  L.  Bendheim,  M.D.  (Phoenix);  Lloyd  S.  Epstein,  M.D. 
(Tucson);  Stanford  F.  Farnsworth,  M.D.  (Phoenix);  Harold 

N.  Gordon,  M.D.  (Phoenix);  John  W.  Heaton,  M.D.  (Phoenix); 
Artell  Johnson,  M.D.  (Phoenix);  Charles  Kalil,  M.D.  (Phoe- 
nix); Louis  C.  Kossuth,  M.D.  (Phoenix);  Dermont  W.  Melick, 
M.D.  (Tucson);  William  R.  Myers,  M.D.  (Phoenix);  Albert  J. 
Ochsner  II,  M.D.  (Yuma);  O.  Melvin  Phillips,  M.D.  (Scotts- 
dale); Wallace  A.  Reed,  M.D.  (Phoenix);  Marvin  C.  Schnei- 
der, M.D.  (Phoenix);  Glen  H.  Walker,  M.D.  (Coolidge). 

GRIEVANCE  COMMITTEE:  John  J.  Standifer,  M.D.,  Chairman 
(Kingman);  Richard  W.  Abbuhl,  M.D.  (Phoenix);  Walter 
Brazie,  M.D.  (Kingman);  Richard  E.  H.  Duisberg,  M.D. 
(Phoenix);  Norman  D.  Duley,  M.D.  (Flagstaff);  Stuart  I. 
Holtzman,  M.D.  (Tucson);  R.  T.  McDonald,  M.D.  (Flag- 
staff); William  W.  McKinley,  M.D.  (Scottsdale);  Albert  J. 
Ochsner,  II,  M.D.  (Yuma);  Roland  F.  Schoen,  M.D.  (Casa 
Grande). 

HISTORY  & OBITUARIES  COMMITTEE:  John  R.  Green,  M.D., 
Chairman  (Phoenix);  Francis  J.  Bean,  M.D.  (Tucson);  Walter 
Brazie,  M.D.  (Kingman);  C.  Bland  Gidding,  M.D.  (Mesa); 
John  W.  Kennedy,  M.D.  (Phoenix);  Abe  I.  Podolsky,  M.D. 
(Yuma);  Jay  L,  Sitterley,  M.D.  (Flagstaff). 

LEGISLATIVE  COMMITTEE:  Richard  O.  Flynn  M.D.  (Tempe); 
Richard  W.  Abbuhl,  M.D.  (Phoenix);  Richard  H.  Bruner, 
M.D.  (Phoenix);  W.  Scott  Chisholm,  M.D.  (Phoenix);  Sam 
C.  Colachis,  Jr.,  M.D.  (Phoenix);  William  E.  Crisp,  M.D. 
(Phoenix);  John  W.  Curtin,  M.D.  (Phoenix);  Kenneth  A. 
Dregseth,  M.D.  (Sierra  Vista);  Stanford  F.  Farnsworth,  M.D. 
(Phoenix);  Lawrence  N.  Frazin,  M.D.  (Phoenix);  Donald  M. 


Gleason.  M.D.  (Tucson);  Donald  F.  Griess,  M.D.  (Tucson); 
Louis  Hirsch,  M.D.  (Tucson);  John  P.  Holbrook,  M.D.  (Tuc- 
son); Terrance  W.  Hull,  M.D.  (Phoenix);  Marion  A.  Jabczen- 
ski,  M.D.  (Phoenix);  John  F.  Kahle,  M.D.  (Flagstaff);  Meyer 
Markovitz,  M.D.  (Phoenix);  R.  Michael  O’Harra,  M.D.  (Phoe- 
nix); Robert  J.  Oliver,  M.D.  (Tucson);  Ratibor  Pantovich, 
D.O.  (Phoenix);  O.  Melvin  Phillips,  M.D.  (Scottsdale);  Wil- 
fred M.  Potter,  M.D.  (Scottsdale);  Paul  L.  Schnur,  M.D. 
(Tucson);  Berton  Siegel,  D.O.  (Phoenix);  Paul  L.  Singer,  M.D. 
(Phoenix);  William  L.  Smith,  D.O.  (Phoenix);  Raymond  A. 
Vaaler,  M.D.  (Phoenix);  Dennis  E.  Weiland,  M.D.  (Scotts- 
dale). 


MEDICAL  ECONOMICS  COMMITTEE:  Richard  S.  Armstrong, 
M.D.,  Chairman  (Tucson);  Albert  C.  Asendorf,  M.D.  (Phoe- 
nix); Francis  J.  Bean,  M.D.  (Tucson);  Charles  M.  Berg- 
schneider,  M.D.  (Scottsdale);  Ian  M.  Chesser,  M.D.  (Tucson); 
Charles  F.  Dalton,  M.D.  (Phoenix);  Wilbur  D.  Dice,  M.D. 
(Yuma);  Kenneth  Dregseth,  M.D.  (Sierra  Vista);  Charles  H. 
Finney,  M.D.  (Phoenix);  William  B.  Helme,  M.D.  (Phoenix); 
Howard  N.  Kandell,  M.D.  (Phoenix);  Patrick  P.  Moraca,  M.D. 
(Phoenix);  Robert  Purpura,  M.D.  (Tucson);  Wallace  A.  Reed, 
M.D.  (Phoenix);  Paul  L.  Schnur,  M.D.  (Tucson);  Richard 
Switzer,  M.D.  (Tucson);  Roger  E.  Wilcox,  M.D.  (Phoenix). 


MEDICAL  EDUCATION  COMMITTEE:  Robert  E.  T.  Stark, 
M.D.,  Chairman  (Phoenix);  Willis  H.  Bower,  M.D.  (Phoenix); 
Daniel  B.  Carroll,  M.D.  (Phoenix);  Melvin  L.  Cohen,  M.D. 
(Phoenix);  William  E.  Crisp,  M.D.  (Phoenix);  D.  J.  Crosby, 
M.D.  (Phoenix);  Kenneth  S.  Dregseth,  M.D.  (Sierra  Vista); 
Francis  T.  Flood,  M.D.  (Phoenix);  Harry  W.  Hale,  M.D. 
(Phoenix);  Robert  E.  Hastings,  Jr.,  M.D.  (Tucson);  Raymond 
J.  Jennett,  M.D.  (Phoenix);  Howard  N.  Kandell,  M.D.  Phoe- 
nix); Jack  M.  Layton,  M.D.  (Tucson);  Harry  F.  Lenhardt, 
M.D.  (Phoenix);  James  F.  Martin,  M.D.  (Yuma);  R.  T.  Mc- 
Donald (Flagstaff);  Dermont  W.  Melick,  M.D.  (Tucson); 
Dward  G.  Moody,  M.D.  (Nogales);  Arthur  R.  Nelson,  M.D. 
(Phoenix);  Milan  Novak,  Ph.D.,  M.D.  (Tucson);  Eric  J. 
Ramsay,  M.D.  (Tucson);  William  C.  Scott,  M.D.  (Tucson); 
William  F.  Sheeley,  M.D.  (Phoenix);  John  J.  Standifer,  M.D. 
(Kingman);  David  C.  H.  Sun,  M.D.  (Phoenix);  Jesse  W.  Tapp, 
M.D.  (Tucson);  Ashton  B.  Taylor,  M.D.  (Phoenix);  Cecil  C. 
Vaughn,  M.D.  (Phoenix);  Albert  G.  Wagner,  M.D.  (Phoenix); 
Joseph  White,  M.D.  (Phoenix). 


OCCUPATIONAL  HEALTH  COMMITTEE:  Joseph  M.  Hughes, 
M.D.,  Chairman  (Phoenix);  Floyd  K.  Berk,  M.D.  (Tucson); 
Sheldon  Davidson,  M.D.  (Phoenix);  Walter  V.  Edwards,  Jr., 
M.D.  (Phoenix);  N.  A.  Ehrmann,  M.D.  (Kearny);  Robert  V. 
Horan,  M.D.  (Morenci);  Robert  B.  Leonard,  M.D.  (Phoenix); 
Florian  R.  Rabe,  M.D.  (Scottsdale);  Eugene  J.  Ryan,  M.D. 
(Phoenix);  Sidney  J.  Stovall,  M.D.  (Phoenix);  William  C. 
Trier,  M.D.  (Tucson);  Maier  Tuchler,  M.D.  (Phoenix);  W.  A. 
Warner,  M.D.  (Phoenix). 


mlmm 


Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INblCATIONS:'fherapeut/cal/yi  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
* organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 

(POLYMYXIN  B-BACITRAQN-NEOMYCIN) 


Ointment 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  y32  oz.  (approx.)  foil  packets. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


/VIF/MBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROFESSIONAL  COMMITTEE:  Robert  S.  Ganelin.  M.D.,  Chair- 
man (Phoenix);  Charles  D.  Connor,  M.D.  (Phoenix);  Joseph 
W.  Hanss,  M.D.  (Phoenix);  George  T.  Hoffmann,  M.D. 
(Phoenix);  Richard  Johns,  M.D.  (Payson);  Helen  Johnson, 
M.D.  (Tucson);  Harold  W.  Kohl,  M.D.  (Tucson);  Laurence 
M.  Linkner.  M.D.  (Phoenix);  Frederick  J.  Brady,  M.D.  (Tuc- 
son); William  G.  Payne,  M.D.  (Phoenix);  Herman  S.  Rhu, 
Jr.,  M.D.  (Tucson);  Donald  F.  Schaller,  M.D.  (Phoenix); 
George  . A.  Spendlove,  M.D.  (Phoenix);  Neil  O.  Ward,  M.D. 
(Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  Charles  H.  Finney,  M.D., 
Chairman  (Phoenix);  Robert  W.  Brazie,  M.D.  (Phoenix);  E. 
F.  Bloemker,  M.D.  (Phoenix),  Walker  Brock,  M.D.  (Phoenix); 
Richard  L.  Jones,  M.D.  (Tempe);  Robert  A.  Johnson,  M.D. 
(Phoenix);  R.  F.  Keeling  Sr..  M.D.  (Ajo);  Don  V.  Langston, 
M.D.  (Phoenix);  Charles  M.  Lofdahl,  M.D.  (Phoenix);  Irving 
M.  Pallin  M.D.  (Sun  City);  William  Russell,  M.D.  (Phoenix); 
William  C.  Scott,  M.D.  (Tucson);  Lawrence  J.  Shapiro,  M.D. 
(Phoenix);  Selma  E.  Targovnik,  M.D.  (Phoenix);  Morton  S. 
Thomas,  III,  M.D.  (Wickenburg). 

PUBLISHING  COMMITTEE:  John  R.  Green,  M.D.,  Chairman 
(Phoenix);  Andre  J.  Bruwer,  M.D.  (Tucson);  John  C.  Puffy, 
M.D.  (Tucson);  Walter  V.  Edwards,  Jr.,  M.D.  (Phoenix); 
Gerold  Kaplan.  M.D.  (Phoenix);  William  B.  McGrath.  M.D. 
(Phoenix);  David  Pent,  M.D.  (Phoenix);  David  C.  H.  Sun, 
M.D.  (Phoenix). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Vincent  A.  Fulginiti, 
M.D.  Chairman  (Tucson);  S.  C.  Anand,  M.D.  (Phoenix); 
Thomas  E.  Bittker.  M.D.  (Phoenix);  William  E.  Bishop.  M.D. 
(Globe);  W.  Scott  Chisholm,  M.D.  (Phoenix);  Paul  H. 
Duffev.  M.D.  (Tucson):  Milton  S.  Dworin  M.D.  (Tucson); 
T.  Richard  Gregory.  M.D.  (Phoenix);  Thomas  F.  Hartley, 
M.D.  (Scottsdale);  Thomas  Henry,  M.D.  (Flagstaff);  James 
M.  Hurley.  M.D.  (Phoenix);  Mark  M.  Kartchner,  M.D. 
(Tucson;  Norman  N.  Komar,  M.D.  (Tucson);  Eugene  Leib- 
sohn  M.D.  (Phoenix);  Philip  Levy  M.D.  (Phoenix);  T.  Frank 
Martin,  M.D.  (Yuma);  George  W.  Nash,  M.D.  (Tucson); 
John  E.  Oakley  M.D.  (Prescott);  Wilfred  M.  Potter.  M.D. 
(Scottsdale);  Neopito  L.  Robles  M.D.  (Tucson);  W.  David 
Rummel,  Jr..  M.D.  (Prescott);  William  C.  Scott.  M.D.  (Tuc- 
son); Luis  S.  Tan,  M.D.  (Phoenix);  Oscar  A.  Thorup,  Jr. 
(Tucson);  J.  Garland  Wood,  M.D.  (Flagstaff);  Donald  Ziehm, 

M. D.  (Phoenix). 

COUNTY  MEDICAL  SOCIETY  OFFICERS,  1973-74 

APACHE:Amold  H.  Dysterheft,  M.D.,  President,  P.O.  Box  887, 
Lakeside,  85929;  P.  R.  Garver,  M.D.,  Secretary,  P.O.  Box 
919,  Show  Low,  85901. 

COCHISE:  Richard  Groschupf.  M.D..  President.  1105  San  Antonio 
Ave.,  Douglas,  85607;  C.  E.  Gritsavage,  M.D.,  Secretary, 
640  - 10th  Street,  Douglas,  85607. 

COCONINO:  William  J.  Austin,  M.D.,  President,  1355  N.  Beaver, 
Flagstaff,  86001;  B.  Alfred  Finney,  M.D.,  Secretary,  1355 

N.  Beaver,  Flagstaff,  86001. 

GILA:  Bernard  J.  Collopy.  M.D..  President.  Miami  Inspiration 
Clinic.  Miami  85539;  D.  B.  Gilbert,  M.D.,  Secretary,  P.  O. 
Box  1030.  Payson  85541. 

GRAHAM:  William  R.  Sullivan,  M.D.,  President,  702  8th  Ave., 
Safford,  8.5546;  Edward  R.  Curtis,  M.D.,  Secretary,  503 
5th  Ave.,  Safford,  85546. 

GREENLEE:  Gordon  Garrioch,  M.D..  President,  Morenci  Hospital, 
Morenci,  85540;  Roberto  A.  Dinglasan,  M.D.,  Secretary, 
Morenci  Hospital,  Morencie,  85540. 

MARICOPA:  William  E.  Crisp,  Jr.,  M.D.,  President;  Max  L. 
Wertz.  M.D.,  Secretary. 

(Society  address:  2025  North  Central  Avenue,  Phoenix  85004) 
MOHAVE:  Donald  Nelson,  M.D.,  President,  2178  McCplloch 
Blvd..  Lake  Havasu  Citv,  86403;  Earl  Gilbert,  M.D.,  Secre- 
tary, Mohave  General  Hospital,  Kingman,  86401. 

NAVAJO:  George  G.  Bertino,  Jr..  M.D..  President.  1500  William- 
son Ave.,  Winslow,  86047;  R.  Joseph  Haley  III,  M.D., 
Secretary,  P.O.  Box  700,  Holbrook,  86025. 

PIMA:  Richard  S.  Armstrong,  M.D.,  President;  George  W.  King, 
M.D.,  Secretary. 

(Society  address:  2555  East  Adams  Street,  Tucson) 

PINAL:  Glen  L.  Walker,  M.D.,  President.  291  W.  Wilson  Cool- 
idge  85228;  Donald  Lawrence,  M.D.,  Secretary,  1023  E. 
Florence  Blvd.,  Casa  Grande,  85222. 

SANTA  CRUZ:  James  L.  McCullough,  M.D.,  President,  711 
Morley  Ave.,  Nogales.  85621;  Charles  S.  Smith,  M.D., 
Secretary,  P.O.  Box  1382,  Nogales,  85621. 

YAVAPAI:  A.  W.  Scott  Jr..  M.D.,  President,  P.O.  Box  2468, 
Prescott  86301;  J.  B.  McNally,  M.D.,  Secretary,  434  West 
Gurley,  Prescott,  86301. 

YUMA:  Lester  G.  Olin,  M.D.,  President,  2244  Ave.  A,  Yuma, 
85364;  Dirk  Frauenfelder,  M.D.,  Secretary,  P.O.  Box  4370, 
Kofa  Station,  Yuma,  85364. 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1973-74 

PRESIDENT  Mrs.  Thomas  Jarvis  (Barbara) 

1266  Skyline  Drive,  Globe,  85501 

PRESIDENT-ELECT  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix,  85018 

1st  VISE  PRESIDENT Mrs.  Howard  Kimball  (Ella) 

414  West  Northview  Avenue,  Phoenix,  85021 

2nd  VICE  PRESIDENT Mrs.  Ruben  Acosta  (Mary) 

85  Sierra  Vista  Drive,  Tucson,  85719 

RECORDING  SECY Mrs.  William  Robey  (Barbara) 

Box  597,  Litchfield  Park,  85340 

TREASURER  Mrs.  John  Vosskuhler  (JoAnn) 

2220  N.  Crescent  Drive,  Flagstaff,  86001) 

DIRECTOR,  1973-74  Mrs.  Charles  I.  Fisher  (Peggy) 

352  West  Berridge  Lane,  Phoenix,  85013 

DIRECTOR,  1972-74  Mrs.  Robert  Hancock  (Elvera) 

1004  West  Palo  Verde  Drive,  Phoenix  85013 

DIRECTOR,  1973-75  Mrs.  Joseph  McNally  (Suzie) 

Route  1,  Box  320,  Prescott,  86301 

CHAPLAIN  Mrs.  Sam  M.  Mackoff  (Selma) 

5343  N.  23rd  St.,  Phoenix,  85016 

CORRESPONDING  SECY Mrs.  Paul  Jarrett  (Beverly) 

501  E.  Pasadena,  Phoenix,  85012 

HISTORIAN  Mrs.  Melvin  Phillips  (Jean) 

111  West  Palmdale,  Tempe,  85281 

PARLIAMENTARIAN Mrs.  Robert  Oliver  (Nicki) 

910  North  Wilmot  Road,  Tucson,  85711 


COUNTY  AUXILIARY  PRESIDENTS 

COCONINO  Mrs.  John  Vosskuhler  (JoAnn) 

2220  N.  Crescent  Drive,  Flagstaff,  86001 

GILA  Mrs.  B.  J.  Collopy  (Dinah) 

Box  342,  Miami,  85539 

MARICOPA  Mrs.  Albert  Wagner  (Helen) 

3216  E.  Meadowbrook  Avenue  Phoenix  85018 

PIMA  Mrs.  Robert  Goldfarb  (Lesley) 

5051  Mission  Hill  Drive,  Tucson  85718 

YAVAPAI  Mrs.  Evaristo  Martinez  (Frances) 

1172  Country  Club  Dr.,  Prescott-  86301 

YUMA  Mrs.  Robert  Delph  (Grace) 

1921  16th  Place,  Yuma,  85364 


CHAIRMAN  OF  STANDING  AND  SPECIAL  COMMITTEE 
1973-74 

AMA-ERF  Mrs.  Lawrence  Bailey  (Mary  Ann) 

712  West  Oregon,  Phoenix  85013 

BYLAWS  Mrs.  Glen  Walker  (Ruth) 

Box  1225  Coolidge,  85228 

COMMUNITY  HEALTH  EDUC Mrs.  Bovd  Metcalf  (Kay) 

5701  Calle  Del  Paisano,  Phoenix,  85018 

COMMUNITY  HEALTH  SERV Mrs.  Ralph  Linden  (Sylvia) 

1971  West  15th  Street.  Yuma,  85364 

CONVENTION  Mrs.  Dennis  E.  Wc'bnd  (Jeanne) 

5826  N.  Monte  Vista  Drive,  Scottsdale  85253 

FINANCE  Mrs.  Carl  Shrader,  Jr.,  (Ginny) 

1615  Aztec,  Flagstaff,  86001 

GEMS  Mrs.  David  Gilbert  (Fay) 

Box  1030  Payson,  85541 

HAMER  EDUC.  LOAN  FUND  . . . .Mrs.  Alvin  Swenson  (Vicki) 
5250  Bartlett  Circle,  Phoenix  85016 

HEALTH  MANPOWER  Mrs.  Luis  Tan  (Mary  Jo) 

3510  East  Nita  Road,  Paradise  Valley 

HOSTESS  Mrs.  James  Hopkins  (Pat) 

37  N.  Country  Club  Drive  Phoenix,  85014 
INTERNATIONAL  HEALTH  . . . .Mrs.  B.  L.  Whitman  (Alberta) 
V.  A.  Center,  Box  22  Prescott,  86301 

LEGISLATION  Mrs.  Warren  S.  Williams  (Pete) 

Route  5.  Box  893,  Tucson,  85718 
TEMPE  MESA,  CHANDLER.  LIAISON 

Mrs.  John  Hanigsberg  (Barbara) 
1610  East  Donner  Street,  Tempe,  85282 
ORGANIZATION  & MEMBERSHIP  .Mrs.  Howard  Kimball  (Ella) 
414  West  Northview  Avenue,  Phoenix  85021 

PROCEDURES  & GUIDELINES  Mrs.  M.  J.  Harvey  (Rita) 

P.O.  Box  1729,  Lake  Havasu  City,  86403 

PROGRAM  Mrs.  Raymond  Vaaler,  (Ann) 

3624  North  54th  Court,  Phoenix,  85018 

PUBLICATIONS  Mrs.  Orlin  Wry  (Connie) 

2521  N.  Shade  Tree  Lane,  Tucson  85715 

PUBLIC  RELATIONS  Mrs.  George  Stavros  (Theresa) 

315  W.  Kaler,  Phoenix  85021 

REPORTS  Mrs.  Charles  Kalil  (Ylma) 

1300  East  Missouri  Ave.,  Phoenix 

WASAMA  Mrs.  Wm.  Price  (Ann) 

4524  N.  59th  Avenue,  Phoenix,  85033 


THERE  ARE  SOME  PAINS 
EVEN  YOU  CAN'T  CURE 

There  are  some  people  around  who  think  that  they  don't  need  to  pay  for  the 
services  you  provide.  For  some  reason,  when  it  comes  time  to  liquidate  those 
bills,  medical  expenses  get  pushed  to  the  bottom  of  the  pile.  Fortunately,  the 
majority  of  the  patients  you  treat  are  financially  responsible  and  honor  all  their 
debts.  But  then  there  are  those  who  don't. 

Associated  Collection  Service  has  built  a reputation  for  fast  recovery  of  those 
accounts.  We  have  an  average  collectible  rate  of  45  percent  compared  to  the 
national  average  of  35  percent.  We're  not  only  fast,  but  thorough.  Our  clients 
receive  immediate  progress  reports  on  any  change  of  status  of  each  account,  so 
your  file  duplicates  ours. 

At  Associated,  soliciting  payment  is  our  job.  You  aren't  burdened.  Let  us 
help  you  eliminate  the  headaches  you  should  never  have  to  deal  with. 

If  you  wish  further  information  on  how  we  can  reduce  your  accounts  receivables, 
contact  Associated  Collection  Service  at  264-4706. 

Associated  Collection  Service  __ 

5 1 0 8 A NORTH  7TH  STREET  • WINDSOR  PLAZA  • PHOENIX,  ARIZONA  850  14  • 264-4706 


The  Hunt  Club 


Resort  - Hunting 
Pheasant  and  Chukar 
Motel  - Lounge  - Club  House 
Sporting  Dog  - Training 
Winter  Sports  - Snow  Mobiles 


Relax:  The  Hunt  Club  at  Mormon  Lake,  Arizona  features  the  West's  finest  pheasant  and  chukar 
shooting.  (No  hunting  license  required.)  Outstanding  well  mannered  riding  horses.  Comfortable 
home  base  for  our  excellent  deer,  elk,  turkey  and  antelope  hunting.  Finest  water  fowl  shooting 
in  the  region.  Camp  outs  and  cook  outs.  New  club  house,  lounge,  bar,  meeting  room,  motel,  and 
trap  range.  Winter  sports,  snowmobiles.  Professional  dog  training  with  kennels.  Membership 
available. 

For  information: 

Call:  W.  L Thompson  or  Jim  Hulse,  774-731  7,  Unit  (359) 

Write:  The  Hunt  Club,  P.O.  Box  3,  Mormon  Lake,  Arizona  86001 

Come  See:  S.E.  Corner,  Mormon  Lake,  26  Miles  S.W.  from  Flagstaff,  Arizona  on  Flagstaff- 
Payson  Highway. 


Duke  R.  Gaskins,  M.D.  Carl  T.  Kirchmaier,  M.D. 

Medical  Director  Associate  Medical  Director 


A STREAMLINED 
LIFE-ACCIDENT-HEALTH 
CLAIMS  PROCEDURE 


HBA  has  designed,  for  you  and  your  patient,  the 
simplest  claims  procedure  in  the  industry,  for 
individual  coverage. 

We  designed  it  that  way  — for  the  95%  of  claims 
routinely  payable. 

On  the  5%  requiring  additional  claims  information, 
prompt  completion  of  claim  forms,  allows  us  to 
make  prompt  payment  on  them  as  well. 

Your  continued  cooperation  is  appreciated! 


/V^\ 

the(hb.r)life 

INSURANCE  COMPANY 

Home  Office:  1337  North  First  St.,  Phoenix 


CAMELBACK  PROFESSIONAL  BUILDING 

Eugene  R.  Aimer,  M.D.,  Otto  L.  Bendheim,  M.D., 

Paul  M.  Bindelglas,  M.D.,  James  E.  Campbell,  M.D., 

T.  Richard  Gregory,  M.D.,  Thomas  F.  Kruchek,  M.D., 
Harold  E.  McNeely,  Ph.D.,  Harris  D.  Murley,  M.D., 
George  A.  Peabody,  M.D.,  Stanford  E.  Perlman,  Ph.D., 
George  F.  Saravia,  M.D.,  Jerome  F.  Szymanski,  M.D., 
Flovd  L.  Temoleton.  M.D.  Mnrk  A WolloL  M n 


Medical  Center  OC-^aif  and  Clinical  Xabwatcrif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 


CLINICAL  PATHOLOGY 


DIAGNOSTIC  X-RAY 


PORTABLE  X-RAY  AND  E.K.G.  SERVICE 


ELECTROCARDIOGRAPHY 


R.  Lee  Foster,  M.D. , F.A.C.R.,  F.A.C.P.,  Director 


Martin  L.  List,  M.D.,  Radiologist 


Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D. . Consultant  Pathologist 


SOMETHING 

BETTER 


HAPPENED  FEBRUARY  1,  1971 

When  the  Arizona  Medical  Association's 
Travelers  malpractice  coverage  began. 

BEFORE: 

Arbitrary  Classifications 
Rising  rates,  surcharges,  dwindling 
markets,  non-standard  policies, 
peremptory  cancelations 

AFTER  — AND  NOW: 

Published,  consistent  rating. 

Under  bureau  rating 

No  bobtail  or  warranty  restrictions. 

ArMA  gets  all  Travelers  figures. 

Five  year  program  guarantee.  Standard 
policy  at  standard  prices.  Stability 
and  integrity  for  you. 


Phoenix  and  Northern  Arizona 

Burns-Harrelson-Burns 

5045  North  12th  Street 
Phoenix  85014 
Phone  266-441 1 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  & Associates 

5902  East  Pima 
Tucson  85712 
Phone  885-2375 

Do  it  today! 


TRAVELE R S Insurance  Companii 

HARTFORD.  CONNECTICUT 


Tlie 


MEDICAL 
) N,  INC. 


■rest  include: 
Ltection 
L WIVES 
Jhead  expense 
■rsement 
Bepaw 


Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  8501 2 
3424  North  Central  Avenue  Phone:  248-8500 


It  is  so  ^assuring 

to  ki|ow  that  someone 


In  one  weekend 
you  can  be  a more 
effective  speaker. 
That’s  a promise. 

9k. 


How?  By  attending  the  AMA  Speakers  and 
Leadership  Program.  Over  8,000  MDs  have. 
Sessions  include  theory  and  drills  on  message 
preparation,  delivery,  fielding  of  questions,  as 
well  as  individual  coaching  and  instant  TV 
playback. 

Programs  are  held  at  the  Marriott  Motor 
Hotel,  O'Hare  Airport  in  Chicago. 


Next  programs  are: 

Aug.  31-Sept.  2 
Oct.  26-28 
Nov.  16-18 

Contact:  Mortimer  Enright 
Director,  AMA  Speakers 
and  Leadership  Programs 
535  N.  Dearborn  St. 
Chicago,  III.  60610 
(312)  751-6484 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$7.00  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

PLAQUE  SHOP 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE,  ARIZONA  85251  • 
(602)  945-9336 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


INVEST 

IN 

ARIZONA'S  FUTURE 

Acquire  your  share 
of  a business  geared  to 
Arizona's  population  growth. 
An  investment  now  will  yield 
profits  for  you  in  the  future. 

For  details  call:  967-5302 

B & B INDUSTRIES 

TEMPE,  ARIZONA 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882-6669 


Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


Sim*  ?980 

• COSMETICS 

• SUNDRIES 

• mm  BAR 

• LIQUOR 

MacALPINE'S 

DRUG  STORE 
IK  STOIC 

2303  N.  m ST. 

DON  BRISCOE  - PHARMACIST 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


NEW  LUXURY  FOUR  STORY 
MEDICAL  BUILDING 

Arizona  Medical  Plaza 
1 728  West  Glendale  Avenue 
Phoenix,  Arizona 

Ninety  percent  occupied  needs  the  following 
physicians:  Neurologist;  Neurosurgeon;  Physi- 
cal Medicine  Specialist;  Gastroenterologist;  Al- 
lergist; Chest  Psysician  and  General  Practi- 
tioner. Please  call  Mr.  Bob  Ballard  264-1039. 


Medical  Transcription 
For  Physicians  and 
Hospitals 


MULLEN  MEDICAL  SERVICE 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 702 
1 00  W.  Clarendon  — Phoenix 
Telephone  263-8526 


WANTED 

GENERAL  SURGEON,  Board  certified  or  elig- 
ible, preferably  experienced  in  vascular  sur- 
gery, to  join  busy  30-man  group  in  Tucson, 
Arizona.  Good  surgery,  good  associates,  good 
living.  Contact  D.  L.  Harris,  M.D.,  or  D.  J. 
Heime,  M.D.  c/o  The  Tucson  Clinic,  116  N. 
Tucson  Blvd.,  Tucson,  AZ. 


HOUSE  & PET  SITTING 

Retired  couple  (son  M.D.),  will  provide  24 
hour  protection  during  your  absence  anywhere. 
Phone  (602)  942-2848  or  write  Box  9661, 
Phoenix,  AZ  85068. 


Future 
Medical  Meetings 


SYMPOSIUM  ON  NEUROLOGY 

August  15-Sept.  12,  1973 
Tucson  Medical  Center 
Marshall  Auditorium,  Tucson,  AZ 

SPONSOR:  Tucson  Hospitals  Medical 
Education  Program 

CONTACT: 

E.  G.  Ramsay,  M.D. 

P.O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  5 required  Hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


LOCATION  AVAILABLE 

Need  a thriving  location  in  a high  economic 
area  for  your  medical  practice?  Locate  in  the 
new  and  rapidly  growing  Scottsdale  Road- 
Shea  area.  Approximately  1100  sq.  ft.  Phone: 
948-3680. 


GYNECOLOGICAL  LAPAROSCOPY 

July  16,  17,  18  & 19 
August  27,  28,  29  & 30 
Good  Samaritan  Hospital 
And  the  Surgicenter 

SPONSOR:  Good  Samaritan  Hospital,  The 
Surgicenter  and  Arizona  Family 
Planning  Service 

CONTACT: 

David  Pent,  M.D. 

Program  Chairman 

c/o  Arizona  Family  Planning  Service 

2021  North  Central  Ave. 

Phoenix,  AZ  85004 

Approved  for  18  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education.  (Courses  will  also  be  offered 
in  August,  October  and  November.) 


COLLECTION  PROBLEMS? 

Over  four  years  of  experience  in  Arizona  has 
proven  that  our  system  produces  excellent  re- 
sults using  "soft  collection"  methods  at  costs 
averaging  10%  of  moneys  recovered.  We  have 
documented  cases  of  recovery  costs  as  low  as 
2%.  Paid  accounts  are  the  best  accounts.  Call 
or  write:  American  Billing  Corporation  — 4014 
N.  7th  Street  — Phoenix,  Arizona  85014  — 
265-4729. 


33rd  ANNUAL  CONGRESS  ON 
OCCUPATIONAL  HEALTH 

September  17-18,  1973 
Benjamin  Franklin  Hotel,  Philadelphia 

SPONSOR:  American  Medical  Association 
Dept,  of  Environmental,  Public 
& Occupational  Health 

CONTACT: 

Henry  F.  Howe,  M.D.,  Associate  Dir. 

Dept,  of  Environmental,  Public,  & 

Occupational  Health 
American  Medical  Association 
535  North  Dearborn  St. 

Chicago,  Illinois  60610 
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SYMPOSIUM  ON  RENAL  DISEASE 

Wednesdays,  Sept.  1 9 — Oct.  1 7,  1 973 
Marshall  Auditorium,  Tucson  AZ 

SPONSOR:  Tucson  Hospitals  Medical  Education  Program 

CONTACT: 

Stephen  Seltzer,  M.D. 

E.  G.  Ramsay,  M.D. 

P.  O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  5 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


21st  ANNUAL  MEETING  OF  THE 
MEDICAL  SOCIETY  OF  USA  & MEXICO 

October  10-13,  1973 
Tucson,  Arizona 

SPONSOR:  Medical  Society  of  the 
United  States  and  Mexico 

CONTACT: 

Mrs.  Virginia  E.  Bryant,  Exec.  Sec'y- 
333  West  Thomas  Road,  Suite  No.  207 
Phoenix,  AZ  85013 


20th  ANNUAL  SCIENTIFIC  ASSEMBLY 

Arizona  Academy  of  Family  Physicians 
October  17-25,  1973 
Honolulu,  Hawaii 

SPONSOR:  Arizona  Academy  of  Family 
Physicians 

CONTACT: 

Mrs.  June  Boykin,  Executive  Secretary 
Arizona  Academy  of  Family  Physicians 
3627  North  60th  Street 
Scottsdale,  AZ  85251 


THE  ACUTE  MANAGEMENT  OF 
SPINAL  CORD  INJURIES 

October  29-31,  1973 
Safari  Hotel  Convention  Center 
Scottsdale,  AZ 

in  October  and  November.) 

SPONSOR:  International  Medical  Society 
of  Paraplegia  and  V.  A.  Spinal 
Injury  Service 

CONTACT: 

John  S.  Young,  M.D. 

Perer  Hofstra,  M.D.  (V.A.) 
c/o  Spinal  Injury  Service 
Good  Samaritan  Hospital 
1033  East  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  17  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


CLINICAL  PSYCHIATRIC  CONFERENCE 

Weekly  Wednesdays  1 1 :40-l  2:45 
Coconino  Room,  Maricopa  County 
General  Hospital,  Phoenix,  AZ 

SPONSOR:  Maricopa  County  General 
Hospital,  Dept,  of  Psychiatry 

CONTACT: 

Donald  J.  Holmes,  M.D. 

Maricopa  County  General  Hospital 
2601  E.  Roosevelt 
Phoenix,  AZ 

Approved  for  1 elective  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


CONTINUING  EDUCATION  SEMINARS 
FOR  PRACTICING  PSYCHIATRISTS 

Monthly  — Thursday,  7:30  p.m. 

SPONSOR:  Department  of  Psychiatry 

College  of  Medicine,  Univ.  of  Arizona 

CONTACT: 

Alan  I.  Levenson,  M.D. 

Dept,  of  Psychiatry 
Univ.  of  Arizona 
Arizona  Medical  Center 
Tucson,  AZ  85724 

Approved  for  2 required  hours  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


CARDIOLOGY  SEMINAR  & CLINICAL 
CONFERENCE 

Every  Thursday  Evening 
6:45-7:45,  8:00-9:30 
Auditorium,  Univ.  Hospital 

SPONSOR:  Section  of  Cardiology 
University  of  Arizona 

CONTACT: 

Gordon  A.  Ewy,  M.D. 

Frank  I.  Marcus,  M.D. 

Univ.  of  Arizona  Medical  Center 
Tucson,  Arizona  8571  1 

Approved  for  2 required  hours  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 
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What  the  Sleep  Research 
Laboratory  recorded 
about  DALMANEsleep...1 

(flurazepam  HCI) 

□ reduced  sleep  latency 

□ decreased  time  awake  after  sleep  onset 

□ increased  total  sleep  time 

The  polygraphic  techniques  of  the  sleep  research  laboratory  have 
objectively  documented  the  value  of  Dalmane  [flurazepam  HCI]  for 
patienfs  with  difficulty  falling  asleep  or  staying  asleep. 

Hundreds  of  hours  of  monitored  sleep1'9  have  shown  that  one 
30-mg  capsule  of  Dalmane  at  bedtime  generally  induced  sleep 
within  17  minutes,  significantly  reduced  time  awake  after  sleep  onset 
and  provided  7 to  8 hours  of  sleep.  Dalmane  effectiveness  was  main- 
tained even  over  14  consecutive  nights  of  administration,  demon- 
strating the  consistent  effectiveness  of  Dalmane. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of 
insomnia  characterized  by  difficulty  in 
falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning 
awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia 
is  often  transient  and  intermittent,  pro- 
longed administration  is  generally  not 
necessary  or  recommended. 

Contraindications:  Known  hypersen- 
sitivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  [e.g.,  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15 
years  of  age  Though  physical  and 


psychological  dependence  have  not 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addic- 
tion-prone individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg 
to  preclude  oversedation,  dizziness  and/ 
or  ataxia.  If  combined  with  other  drugs 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive 
effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tend- 
encies. Periodic  blood  counts  and  liver 
and  kidney  function  tests  are  advised 
during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drows- 
iness, lightheadedness,  staggering, 
ataxia  and  falling  have  occurred,  partic- 
ularly in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 


heartburn,  upset  stomach,  nausea,  vomit- 
ing, diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpita- 
tions, chest  pains,  body  and  joint  pains 
and  GU  complaints.  There  have  also 
been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypo- 
tension, shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  exces- 
sive salivation,  anorexia,  euphoria,  de- 
pression, slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical 
reactions,  e.g.,  excitement,  stimulation 
and  hyperactivity,  have  also  been  re- 
ported in  rare  instances. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  30  mg  usual 
dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients: 

15  mg  initially  until  response  is 
determined. 

Supplied:  Capsules  containing  15  mg 
or  30  mg  flurazepam  HCI. 


What  the 
patients  reported 
when  they  awoke1 

□ more  rapid  sleep  induction 

□ increased  duration  of  sleep 


The  utility  of  any  sleep  medication  depends,  ultimately,  on  patient 
<)  0)  acceptance.  For  this  reason,  sleep  laboratories  evaluating  Dalmane 
(flurazepam  HCI)  have  obtained  the  patients'  own  estimates  of  their 
sleep  immediately  on  awakening  in  the  morning.  These  subjective 
evaluations  have  been  in  strong  agreement  with  the  polygraphic 
records,  confirming  polygraphic  evidence  of  Dalmane  effectiveness 
compared  to  placebo. 

REFERENCES 

1.  Kales,  J . et  al.:  Clin.  Pharmacol.  Ther..  72:691, 1971.2.  Frost,  J D.,  Jr.:  Data  on  file,  Medical  Depart- 
ment, Hoffmann-La  Roche  Inc.,  Nutley,  N J.  3.  Karacan,  I.,  et  al.:  "The  Sleep  Laboratory  in  the 
Investigation  of  Sleep  and  Sleep  Disturbances,  Scientific  Exhibit  presented  at  Amer  Psychiat 
Assoc  .Washington,  DC,  May  3-7,  1971  4.  Kales,  A , eta!:.  Arch.  Gen.  Psychiat..  23:226,  1970 
5.  Dement,  W.  C.:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc  , Nutley.  N. J 6.  Kales, 

A , and  Kales,  J.:  Pharmacol.  Physicians,  4:1, 1970  7.  Kales,  A " Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of  Hypnotics!  in  Kales,  A (ed  ):  Sleep:  Physiology  and 
Pathology,  Philadelphia.  Lippincott,  1969,  p.  331  8.  Vogel.  G.W:  Data  on  file,  Medical  Department 
Hoffmann-La  Roche  Inc  , Nutley,  N J.  9.  Kales,  A , and  Kales,  J J A M. A.,  273.2229  1970. 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  h.s.— usual  adult  dosage 
Cl  5 mg  may  suffice  in  some  patients). 

One  15-mg  capsule  /?.s. — initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Doctor’s  view: 

, From  where  you  sit,  it’s  important  that  safflower 
7 oil  is  30%  higher  in  poly-unsaturates  than  corn  oil. 
That  means  that  margarine, cooking  oil,  and  may- 
onnaise are  higher  in  poly-unsaturates  when  made 
from  safflower  oil  than  when  made  from  corn  oil. 


Patient’s  view: 

From  where  he  sits,  a low  saturated  fat  diet  is  easier 
to  follow  because  Saffola  tastes  as  good  as  butter 
or  any  premium  margarine  (corn  oil  included). 


Usually  there  are  two  sides  to  a low  cholesterol 
diet— the  clinical  side  and  the  human  side.  Happily,  in  the  case 
of  Saffola,  you  and  your  patients  don’t  have  to  take  sides. 


Saffola 


*in  conjunction  with  a low  saturated  fat  diet 
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COVER 

"Operation  Arrowhead"  painting  and 
narration  by  Ted  de  Grazia  represents 
the  first  recorded  thoracic  surgical  pro- 
cedure in  the  Western  Hemisphere. 
With  pleasure  we  present  it  to  our 
readers,  page  632  and  express  our 
gratitude  to  Mr.  de  Grazia  for  the  use 
of  his  beautiful  painting. 
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This  Scanning  Electron  Micrograph  (7000  X)  is  the  first  3-dimensional  view  of  a cell  in  an  ulcerated  duodenum.  The 
center  is  completely  denuded,  surrounded  by  fairly  well-preserved  microvilli.  This  SEM  photomicrograph  was  taken 
from  a scientific  exhibit  which  won  the  Hull  Award  as  the  “best  exhibit  on  original  research  or  instruction  on  a medical 
subject”  at  the  A.M.A.  Clinical  Convention,  November  26-29,  1972,  in  Cincinnati,  Ohio. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 


prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  {e.g.,  excitement,  stimulation  and  acute  rage)  have  been 


TheTireless  Man 

whose  duodenal  ulcer  needs  a rest 

Up  early,  home  late,  often  with  a scratch  pad  filled  with  notes,  figures,  plans.  A few  hours’ 
sleep  and  then  another  long  day.  This  is  often  the  routine  of  the  tireless  hard-driver,  one- 
man  committee  with  enough  overwork  and  stress  to  wear  out  several  men.  But  his  duodenal 
ulcer  may  warn  him  with  sharp  discomfort  that  he  had  better  ease  up,  let  some  things  go, 
and  give  himself— and  his  ulcer— a rest. 

The  need  to  reduce  G.I. 
hypermotility  and  hypersecretion 

Overwork  together  with  overanxiety  are  often  principal  factors  in  exacerbating  a duodenal 
ulcer.  To  help  reduce  the  increased  gastric  secretions  and  hypermotility,  therapy  may  need 
to  include  treatment  for  associated  undue  anxiety— which  is  where  dual-action  Librax  can 
be  highly  useful. 


The  dual  nature  of  Librax 

Only  Librax  combines,  in  one  capsule,  the  antianxiety  action  of  Librium®  (chlordiaz- 
epoxide  HC1)  and  the  antisecretory  action  of  Quarzan®  (clidinium  Br).  As  an  adjunct  to  a 
therapeutic  regimen,  Librax  may  help  relieve  both  somatic  and  associated  anxiety  factors 
that  often  contribute  to  the  exacerbation  of  duodenal  ulcer  symptoms. 

Up  to  8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  should  be  adjusted  to  your  patient’s  requirements— 1 or  2 
capsules,  3 or  4 times  daily.  Rx\  Librax  #35  for  initial  evaluation  of  patient  response 
to  therapy.  Rx : Librax  # 1 00  for  follow-up  therapy-this  prescription  for  2 or  3 weeks’ 
medication  can  help  maintain  patient  gains  while  permitting  less  frequent  visits. 


For  the  anxiety-linked  symptoms 
of  duodenal  ulcer 


adjunctive 


Librax  <s> 


Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


reported  in  psychiatric  patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 

When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation,  extra- 
pyramidal  symptoms,  increased  and  decreased  libido— all  in- 
frequent and  generally  controlled  with  dosage  reduction;  changes 


in  EEG  patterns  (low-voltage  fast  activity)may  appear  during 
and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally 
with  chlordiazepoxide  hydrochloride,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  are  typical  of  anti- 
cholinergic agents,  i.e.,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy  and  constipation.  Constipation  has  occurred 
most  often  when  Librax  therapy  is  combined  with  other  spas- 
molytics and/or  low  residue  diets. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc.- 

Nutley,  N J.  07110 


Recommendations’  on 
Combination  Live  Vi  rus  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAR  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.” 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 
of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.” 

^For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept 
Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.” 


(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  ( diphtheria-pertussis-tetanus ) 
Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT1 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 
RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months,  5 months,  or  at  6 months,  depending  on  your  preference  or  on  the  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

'TVademark  of  Merck  & Co..  Inc. 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


(MEASLES,  MUMPS  AND 
VIRUS  VACCINE,  LIVE 


Single-dose  vials 


RUBELLA 

MSD) 


No  untoward  reactions  peculiar  to  the  combination 
vaccine  (M-M-R)  have  been  reported. 

Moderate  fever  (101-102. 9 F)  occurs  occasionally.  High 
fever  (over  103  F)  occurs  less  commonly.  On  rare  occa- 
sions, children  who  develop  fever  may  exhibit  febrile 
convulsions.  Rash  (usually  minimal  and  without  gen- 
eralized distribution)  may  occur  infrequently. 

Since  clinical  experience  with  measles,  mumps,  and 
rubella  virus  vaccines  given  individually  indicates 
that  very  rarely  encephalitis  and  other  nervous  system 
reactions  have  occurred,  such  reactions  may  also  occur 
with  M-M-R.  A cause  and  effect  relationship,  however, 


has  not  been  established. 

Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  in- 
dividuals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Must  not  be  given  to  women  who  are  pregnant  or 
who  might  become  pregnant  within  three  months 
following  vaccination. 


Contraindications:  Pregnancy  or  possibility  of  preg- 
nancy within  three  months  following  vaccination;  in- 
fants less  than  one  year  old;  sensitivity  to  chicken  or 
duck,  chicken  or  duck  eggs  or  feathers,  or  neomycin; 
any  febrile  respiratory  illness  or  other  active  febrile 
infection;  active  untreated  tuberculosis;  therapy  with 
ACTH,  corticosteroids,  irradiation,  alkylating  agents, 
or  antimetabolites;  blood  dyscrasias,  leukemia,  lym- 
phomas of  any  type,  or  other  malignant  neoplasms 
affecting  the  bone  marrow  or  lymphatic  systems; 
gamma  globulin  deficiency,  i.e.,  agammaglobulinemia, 
hypogammaglobulinemia,  and  dysgammaglobulinemia. 
Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for 
immediate  use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or 
after  immunization  with  other  live  virus  vaccines; 
vaccination  should  be  deferred  for  at  least  six  weeks 
following  blood  transfusions  or  administration  of  more 
than  0.02  cc  immune  serum  globulin  (human)  per 
pound  of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a 
history  of  febrile  convulsions,  cerebral  injury,  or  any 
other  condition  in  which  stress  due  to  fever  should  be 
avoided.  The  physician  should  be  alert  to  the  tempera- 
ture elevation  which  may  occur  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from 
the  throat  has  occurred  in  the  majority  of  susceptible 
individuals  administered  the  rubella  vaccine.  There 
is  no  definitive  evidence  to  indicate  that  such  virus  is 
contagious  to  susceptible  persons  who  are  in  contact 
with  the  vaccinated  individuals.  Consequently,  trans- 
mission, while  accepted  as  a theoretical  possibility, 
has  not  been  regarded  as  a significant  risk. 
Attenuated  live  virus  measles  and  mumps  vaccines, 
given  separately,  may  temporarily  depress  tuberculin 
skin  sensitivity;  therefore,  if  a tuberculin  test  is  to  be 
done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 
Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 


Adverse  Reactions:  Fever,  rash;  mild  local  reactions 
such  as  erythema,  induration,  tenderness,  regional 
lymphadenopathy ; parotitis;  thrombocytopenia  and 
purpura;  allergic  reactions  such  as  urticaria;  arthritis, 
arthralgia,  and  polyneuritis. 

Occasionally,  moderate  fever  (101-102.9  F);  less  com- 
monly, high  fever  (above  103  F);  rarely,  febrile  con- 
vulsions. 

Encephalitis  and  other  nervous  system  reactions  that 
have  occurred  very  rarely  with  the  individual  vaccines 
may  also  occur  with  the  combined  vaccine. 

Transient  arthritis,  arthralgia,  and  polyneuritis  are 
features  of  natural  rubella  and  vary  in  frequency  and 
severity  with  age  and  sex,  being  greatest  in  adult  fe- 
males and  least  in  prepubertal  children.  Such  reac- 
tions have  been  reported  with  live  attenuated  rubella 
virus  vaccines.  Symptoms  relating  to  joints  (pain, 
swelling,  stiffness,  etc.)  and  to  peripheral  nerves  (pain, 
numbness,  tingling,  etc.)  occurring  within  approxi- 
mately two  months  after  immunization  should  be  con- 
sidered as  possibly  vaccine  related.  Symptoms  have 
generally  been  mild  and  of  no  more  than  three  days’ 
duration.  The  incidence  in  prepubertal  children  would 
appear  to  be  less  than  1%>  for  reactions  that  would 
interfere  with  normal  activity  or  necessitate  medical 
attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vac- 
cine, containing  when  reconstituted  not  less  than 
1,000  TCIDso  (tissue  culture  infectious  doses)  of 
measles  virus  vaccine,  live,  attenuated,  5,000  TCIDso  of 
mumps  virus  vaccine,  live,  and  1,000  TCID50  of  rubella 
virus  vaccine,  live,  expressed  in  terms  of  the  assigned 
titer  of  the  NIH  Reference  Measles,  Mumps,  and  Ru- 
bella Viruses,  and  approximately  25  meg  neomycin, 
with  a disposable  syringe  containing  diluent  and  fitted 
with  a 25-gauge,  Vs"  needle.  Also  in  boxes  of  10  single- 
dose vials  nested  in  a pop-out  tray 
with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  & Dohme,  Division  of  Merck 
& Co.,  Inc.,  West  Point,  Pa.  19486 
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of  Vitamin  Facts  & Fallacies 


THE  COMMON  PRACTICE  IN  MANY  RESTAURANTS,  HOSPITALS, 
AND  OTHER  INSTITUTIONS  INCLUDING  OLD  PEOPLES'  HOMES 
AND  NURSING  HOMES  OF  "HOLDING"  COOKED  FOODS  IN 
STEAM  TABLES  BEFORE  SERVING  RESULTS  IN  A SIZABLE 
LOSS  OF  B ANP  C VITAMINS. 


DURING  THE  CIVIL  WAR  30,714  CASES  OF  SCURVY  WERE 
REPORTED,  AND  383  DEATHS  WERE  ATTRIBUTED  DIRECTLY 
TO  THE  DISEASE. 


THE  AMOUNT  OF  SUNLIGHT  AVAILABLE  DURING 
RIPENING  DETERMINES  TO  A LARGE  EXTENT  THE 
FINAL  ASCORBIC  ACID  CONTENT  OF  TOMATOES. 
HENCE,  A COOL,  WET  SUMMER  PRODUCES  WATERY, 
LESS  TASTY  FRUIT  THAT'S  LOWER  IN  VITAMIN  C. 


RONSSENS,  A DUTCH  PHYSICIAN,  WROTE  IN  1564  THAT  "DUTCH 
SAILORS  WHO,  RETURNING  FROM  SPAIN,  WERE  ATTRACTED 
BY  THE  NOVEL  RICHNESS  OF  THE  FRUIT  (ORANGES)  AND  BY 
THEIR  GREED  AND  GLUTTONY,  UNEXPECTEDLY  DROVE  OUT  THE 
DISEASE  (SCURVY),  AND  HAD  THIS  HAPPY  EXPERIENCE  NOT 
ON  A SINGLE  OCCASION  ONLY,  BUT  REPEATEDLY." 


Available  on  your 
prescription  or 
recommendation 

ALLisSS  aliii  G 

High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


Allbee®withC 

MULTIVITAMINS 


30  CAPSULES 

’ 'WRQBINS 


Each  capsule  contains 
Thiamine  mononitrate  (B>)  15  mg  1500* 
Riboflavin  (Bi)  10  mg  83*' 

Pyndoxme  hydrochloride  (B.) 5 mg  * 
Niacinamide  50  mg  500' 

Calcium  pantothenate  10  mg  " 
Ascorbic  acid  (Vitamin  C)  300  mg  1000' 
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A. II.  Robins  Company,  Richmond,  Va. 
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Donnatal! 


each  tablet, 
capsule  or  5 cc. 
teaspoonful  each 

of  elixir  Donnatal 

(23%  alcohoO  No,  2 


each 

Extentab 


hyoscyamine  sulfate 
atropine  sulfate 


■ 


0.1037  mg.  0.1037  mg.  0,3111  mg. 

0.01 94  mg.  0.0194  mg.  0.0582  mg. 

hyoscine  hydrobromide  0 0065  mg  0 0065  mg  0.0195  mg 

phenobarbital  (Kgr)162mg  (f4gr.)32  4 mg  (%  gr.)  48.6  mg 

(warning:  may  be  habit  forming) 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications: 
Glaucoma;  renal  or  hepatic  disease;  obstructive  uropathy  [for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy);  or 
hypersensitivity  to  any  of  the  ingredients 


/t-H-DOBINS 


A H Robins  Company.  Richmond.  Virginia  23220 


Hair  styles  come  and  go, 

but  Selsun  ^SELENIUM  SULFIDE  LOTION) 

remains  a classic  for  dandruff 


Since  1951,  Selsun  has  proven  to  be  effective  in  treating  dandruff 
and  seborrheic  dermatitis.  When  your  patient  is  tormented  by 
itching  and  scaling,  provide  the  relief  that  only  you  can  prescribe 
. . . Selsun . . . classic  anti-dandruff  therapy. 

Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or  irritation  may 
result.  Avoid  application  to  inflamed  scalp  or  open  lesions.  Occasional 
sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  2Vz  % , w/v  in  aqueous  suspension;  also  contains: 
bentonite,  sodium  alkyl  aryl  sulfonate,  sodium  phosphate  (monobasic), 
glyceryl  monoricinoleate,  citric  acid,  captan,  and  perfume.  303413K  LsJ 
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ROCHE  announces 

new 


BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections-  primarily  pyelonephritis,  pyelitis  and  cystitis, 
when  due  to  susceptible  organisms  (usually  E.  coli, 
Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less 
frequently,  indole-positive  proteus  species).  This  efficacy 
is  related  to  the  unique  mode  of  action  against  bacteria 
(see  opposite  page),  an  action  that,  in  effect,  makes 
Bactrim  a new  type  of  antibacterial. 


Bactrim  significantly  superior 
to  constituents  in  patients  with 
obstructive  complications 


demonstrated  efficacy  which  is  superior  to  either  sulfa- 
methoxazole or  trimethoprim  alone  against  susceptible 
organisms.  In  addition,  in  vitro * studies  have  shown  that 
bacterial  resistance  develops  more  slowly  with  Bactrim 
than  with  either  trimethoprim  or  sulfamethoxazole  alone. 


In  the  presence  of  obstructive  uropathy,  Bactrim  has 


/ 


*Please  note  that  clinical  conclusions  cannot  be  extrapo- 
lated from  in  vitro  studies. 


interrupts  life  cycle  of  susceptible  bacteria 

Unique  mode  of  action  interrupts  the  life  cycle  at  two  important  points,  thereby  impeding 
*:he  production  of  nucleic  acids  and  proteins  essential  to  these  bacteria.  These  consecutive 
nterruptions  occur  because  sulfamethoxazole  and  trimethoprim  resemble  naturally  existing 
substrates.  By  competitive  replacement  of  these  substrates,  they  inhibit  further  synthesis. 

BACTRI M 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 

Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 
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If  you’re  ordering 
outside  cultures  for 

bacteriuria 

throat  strep 

gonorrhea 

Candida  (Monilia} 

Staph  aureus 

Pseudomonas 

aeruginosa 

you  can  reduce 
errors  caused  by 
delayed  incubation 
by  switching  to 
Clinicult 

SKD’s  convenient,  economical 
office  culturing  system 


With  outside  culturing, 

unless  each  specimen  is  suitably  handled  during  the  interval 
between  collection  in  your  office  and  culturing  in  an  outside  laboratory, 
contaminants  can  multiply  rapidly  and  delicate  organisms  may  die. 

With  Clinicult™ office  culture  tests 

■ compact  incubator  permits  culturing  in  your  office  immediately  after 
specimen  collection 

■ built-in  streaking  tines  reduce  handling. . .save  time 

■ airtight  culture  tube  keeps  contaminants  out. . .and  moisture 
in... to  foster  growth  and  extend  organism  life 

In  selected  tests 

■ modified  media  maximize  growth  of  target  organisms. . .minimize 
contamination 

■ color  reactions  simplify  interpretation 


Swab...  Incubate...  Read  Results... 
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valerai 


ethasone 

crate  (0.1%) 


Cream/Ointment 


Plus  economy  B.  id.  dosage  often  found  effective ‘ 
Available  in  5, 15,  and  45  Gm.  tubes. 


( 81  of  84  patients f 


CLINICAL  CONSIDERATIONS: 
Description  VALISONE  products  contain 
betamethasone  valerate  (9-fluoro-i  ip , 17,21- 
trihydroxy-i6/j  -methylpregna-i,4-diene-3,20- 
dione  17-valerate).  Each  gram  of  VALISONE 
Cream  0.1%  contains  1.2  mg.  betamethasone 
valerate  (equivalent  to  1.0  mg.  betamethasone) 
in  a soft,  white,  hydrophilic  cream  of  water, 
mineral  oil,  petrolatum,  polyethylene  glycol  1000 
monocetyl  ether,  cetostearyl  alcohol,  monobasic 
sodium  phosphate,  and  phosphoric  acid;  4- 
chloro-m-cresol  is  present  as  a preservative.  Each 
gram  of  VALISONE  Ointment  0.1%  contains 
1.2  mg.  betamethasone  valerate  (equivalent  to 
1.0  mg.  betamethasone)  in  an  ointment  base  of 
liquid  and  white  petrolatum,  and  hydrogenated 
lanolin.  VALISONE  Cream  and  Ointment 
contain  no  parabens. 

Indications  VALISONE  Cream  and 
Ointment  are  indicated  for  the  relief  of  the 
inflammatory  manifestations  of  corticosteroid- 
responsive  dermatoses. 

Contraindications  VALI SONE  Cream  and 
Ointment  are  contraindicated  in  vaccinia  and 
varicella.  Topical  steroids  are  contraindicated  in 
those  patients  with  a history  of  hypersensitivity 
to  any  of  the  components  of  the  preparation. 
Precautions  If  irritation  develops  with  the 
use  of  VALISONE  Cream  or  Ointment, 
treatment  should  be  discontinued  and 
appropriate  therapy  instituted.  In  the 
presence  of  an  infection,  the  use  of  an  appro- 
priate antifungal  or  antibacterial  agent  should  be 
instituted.  If  a favorable  response  does  not 
occur  prompdy,  the  corticosteroid  should  be 
discontinued  until  the  infecuon  has  been  ade- 
quately controlled.  If  extensive  areas  are  treated 
or  if  the  occlusive  technique  is  used,  the  pos- 
sibility exists  of  increased  systemic  absorption  of 
the  corticosteroid  and  suitable  precautions  should 
be  taken.  Although  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect  on  preg- 
nancy, die  safety  of  their  use  in  pregnant  females 
has  not  been  absolutely  established.  Therefore, 
they  should  not  be  used  extensively  in  pregnant 
pauents,  in  large  amounts,  or  for  prolonged 
periods  of  time.  VALISONE  Cream  and  Oint- 
ment are  not  for  ophthalmic  use. 

Adverse  Reactions  The  following  local 
adverse  reactions  have  been  reported  with 
topical  corticosteroids:  burning,  itching, 
irritation,  dryness,  folliculitis,  hypertrichosis, 
acneform  eruptions,  and  hypopigmentation.  The 
following  may  occur  more  frequendy  with 
occlusive  dressings  than  without  such  therapy: 
maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  and  miliaria. 

Dosage  and  Administration  Apply  a thin 
film  of  VALISONE  Cream  or  Ointment  to  the 
affected  skin  areas  one  to  three  times  a day. 
Clinical  studies  of  VALISONE  have  indicated 
that  dosage  only  once  or  twice  a day  is  often 
feasible  and  effective.  AUGUST  1972 
For  more  complete  details,  consult  Schering 
literature  available  from  your  Schering 
Representative  or  Professional  Services 
Department,  Schering  Corporation, 
Kenilworth,  New  Jersey  07033. 

References:  ( 1 ) Files  of  Headquarters  Medical  Research 
Division,  Schering  Corporation.  (2)  Carter,  V.  H.,  and 
Noojtn,  R.  O.:  Curr.  The  rap.  Res.  9:253 ',  1967.  (3)  Falk,  M.  S.. 

Cutis  2:788,  1966.  (4)  Goldblum,  R.  VI'..  Pennsylvania  Med. 

6 9:50,  1966.  (5)  N ter  man,  M.  M.:J.  Indiana  M.  A.  10:1184, 

1966.  (6)  Zimmerman,  E.  H.:  Arch.  Derma t.  95:514,  1967. 
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HYPERALIMENTATION  - A REVIEW 


GERALD  FREY,  M.D. 


A newborn  infant  with  respiratory  distress 
syndrome,  a three  month  old  with  chronic  non- 
specific diarrhea,  and  a newborn  with  congenital 
bowel  atresia:  These  infants  have  in  common  the 
inability  to  tolerate  oral  feedings  and  the  neces- 
sity of  being  supplied  with  all  the  nutrients 
required  for  cellular  growth  and  repair  to  achieve 
normal  growth  and  development.  Routinely  used 
solutions  of  5-10%  dextrose  with  appropriate 
electrolytes  do  not  supply  the  nitrogen  and  cal- 
ories needed  by  these  infants.  A new  solution 
and  a means  of  administrating  it  have  been  de- 
veloped and  are  known  by  a variety  of  terms  in- 
cluding hyperalimentation  and  total  parenteral 
alimentation. 

HISTORY 

Hyperalimentation  had  its  beginning  in  the 
seventeenth  century  with  the  first  recorded  use 
of  solutions  injected  intravenously.1  A wide  var- 
iety of  solutions  was  tried  including  milk,2  alco- 
hol, wine,  honey  and  blood,  all  before  the  basic 
concepts  of  bacteriology  were  known  or  studies 
were  done  on  the  effects  of  these  different  solu- 
tions with  regard  to  body  function  and  chemis- 
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try.  Not  until  the  beginning  of  the  twentieth 
century  was  the  administration  of  saline  and 
glucose  accepted  as  a beneficial  form  of  medical 
practice.3  However,  originally  even  this  was  not 
without  its  hazards  because  of  the  occurrence  of 
pyrogenic  reactions.  Seebert’s  work  in  the  1920’s 
finally  led  to  the  elimination  of  this  serious  haz- 
ard. 

The  first  practical  use  of  a protein  source  in 
intravenous  solutions  was  by  Elman  in  1934. 
He  used  an  enzymatic  hydrolysate  of  casein  and 
pancreas  produced  by  Mead  Johnson  and  Com- 
pany which  was  sold  under  the  trade  name  of 
Amigen. 

Work  with  fat  emulsions  began  in  the  1920’s 
with  the  use  of  egg  lecithin.  In  the  1940’s  and 
1950’s  there  were  many  reports  documenting  the 
metabolism  of  lipid  emulsions  by  animals  and 
man.  However,  the  occurrence  of  febrile  reac- 
tions, the  finding  of  pigment  in  the  reticuloendo- 
thelial system  and  other  events  led  to  the  FDA’s 
withdrawing  fat  emulsions  from  the  United 
States’  market.4 

Although  much  research  was  being  done  it 
was  not  until  the  late  1960’s  before  a reliable 
method  was  devised  that  showed  that  growth, 
development  and  positive  nitrogen  balance  could 
be  achieved  by  long  term  total  parenteral  nutri- 
tion. In  1967  Dudrick  showed  that  beagle  pup- 
pies fed  totally  intravenously,  by  way  of  a sub- 
clavian catheter,  a solution  containing  glucose, 
fibrin  hydrolysate  and  all  the  vitamins  and  min- 
erals recommended  for  growth  in  dogs  surpassed 
their  litter  mate  controls  in  weight  gain  and 
matched  them  in  skeletal  growth,  development 
and  activity.5  Later,  in  adults  and  infants  who 
had  undergone  gastrointestinal  surgery,  he  show- 
ed that  a similar  method  and  solution  resulted 
in  weight  gain,  increased  strength  and  activity, 
positive  nitrogen  balance,  wound  healing  and 
normal  development.6 

The  catheter  used  in  hyperalimentation  is  one 


Figure  1 

Technique  for  hyperalimentation. 


made  of  strong  flexible  silastic  which  causes 
little,  if  any,  tissue  reaction.  A large  vein  is  used 
for  administering  the  solution  because  of  its  high 
osmolality  which  varies  between  1500-2600  mil- 
liosmols  per  liter  requiring  rapid  dilution  to  pre- 
vent sclerosis  and  occlusion  of  the  veins.  The 
superior  vena  cava  just  above  the  right  atrium 
is  usually  used  and  is  reached  by  the  internal 
or  external  jugular  vein.  The  right  jugular  vein 
is  preferred  because  of  its  direct  path  to  the 
superior  vena  cava  and  because  the  thoracic 
duct  may  be  occluded  when  the  left  jugular  vein 
is  used.  From  the  incision  site  into  the  jugular 
vein  a tract  is  tunneled  subcutaneously  so  that 
the  catheter  makes  its  exit  site  some  distance 
away,  usually  behind  the  ear.  The  risk  of  con- 
tamination and  therefore  infection  is  hopefully 
lessened  by  this  procedure.  It  is  very  impor- 
tant that  the  catheter  is  anchored  securely  in 
place  and  that  its  placement  is  confirmed  by 
x-ray.  To  assure  a constant  rate  of  infusion  an 
infusion  pump  is  used.  As  with  any  surgical  pro- 
cedure strict  aseptic  precautions  are  required 
when  inserting  the  catheter,  i.e.,  operating  room 
conditions.7  Dressings  should  be  changed  on  a 
routine  basis  usually  every  two  to  three  days. 
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There  is  conflicting  evidence  however,  whether 
or  not  antibiotic  ointment  applied  to  the  ex- 
ternal cateter  site  is  beneficial.  One  study  show- 
ed that  external  application  of  antibiotic  oint- 
ment drastically  reduced  the  incidence  of  bac- 
teremia and  septicemia.8  Another  study  showed 
little  benefit,  the  main  difference  between  treat- 
ed and  untreated  groups  being  the  type  of  organ- 
ism found.  Fewer  pathogenic  organisms  (Staph 
aureus,  Enterococci,  E Coli  and  Klebsiella ) were 
found  in  the  antibiotic  treated  group.  This  group 
however,  had  a higher  incidence  of  Candida  Al- 
bicans infection.9 

In  daily  care  of  the  catheter  it  must  be  em- 
phasized that  the  catheter  is  used  only  for  in- 
fusing the  hyperalimentation  solution  and  not 
for  blood  drawing,  transfusions,  etc.,  so  as  to 
reduce  the  risk  of  infection.  An  in  line  0.22  micro- 
millpore  filter  is  also  used  as  a final  attempt  to 
remove  bacteria  or  fungi  that  might  accidentally 
gain  access  to  the  solution.  Finally,  the  filter  and 
tubing  proximal  to  the  filter  should  be  changed 
on  a routine  basis  preferably  every  2-3  days.10 
INTRAVENOUS  ALIMENTATION 
SOLUTIONS 

The  carbohydrate  source  generally  used  is 
glucose.  Because  of  the  high  concentrations  of 
glucose  used,  insulin  production  is  high.11  For 
this  reason  the  risk  of  hypoglycemia  is  great  if 
for  any  reason  the  infusion  is  discontinued  even 
for  a short  period  of  time.  Because  there  is  some 
evidence  that  insulin  stimulation  is  lessened 
when  fructose  instead  of  glucose  is  used,  fructose 
or  fructose-glucose  mixtures  have  been  advocated 
by  some.10  However,  the  increased  level  of  in- 
sulin may  be  necessary  for  proper  amino  acid 
and  protein  metabolism.  It  is  known  that  insulin 
accelerates  amino  acid  transport  into  cells  and 
it  could  be  a stimulus  for  protein  synthesis.  Also, 
insulin  increases  the  availability  of  glucose  to  the 
cells  so  that  the  use  of  amino  acids  for  energy 
is  decreased  and  therefore  more  amino  acids  are 


available  for  protein  synthesis.  In  spite  of  the 
high  concentration  of  glucose  delivered  by  the 
hyperalimentation  solutions,  hyperglycemia  is 
rarely  a problem  especially  when  one  starts  with 
a low  concentration  and  gradually  increases  it. 
Even  with  concentrations  of  20%  glucose,  blood 
sugars  are  still  within  the  normal  range  and 
urine  sugars  run  2 to  3+  which  represents  less 
than  1%  loss  in  the  urine.11 

The  nitrogen  source  can  be  supplied  as  an 
acid  hydrolysate  of  fibrin  ( Aminosol ) , one  of  the 
several  enzymatic  hydrolysates  of  casein  (Ami- 
gen  and  Hyprotigen)  or  a soybean  hydrolysate 
(FreAmine).  Other  preparations  are  available 
but  these  are  the  most  commonly  used.  The 
first  three  solutions  mentioned  contain  amino 
acids  and  small  peptides  distributed  in  roughly 
equal  amounts.  The  last  preparation  consists  en- 
tirely of  amino  acids.  With  all  preparations  any 
essential  amino  acid  destroyed  by  the  process  of 
hydrolysis  is  added. 

The  concentration  of  essential  amino  acids  is 
listed  on  the  package  inserts  of  each  preparation. 
Independent  investigations  have  found  much 
discrepancy  between  what  is  stated  on  the  label 
and  what  the  solution  actually  contains.  Table 
1 shows  how  the  amounts  of  amino  acids  de- 
livered by  two  of  these  solutions  compared  with 
recommended  requirements.12  How  do  these  dis- 
crepancies affect  the  patient?  First,  it  must  be 
remembered  that  the  estimated  amino  acid  re- 
quirements have  been  based  on  those  known  to 
insure  growth  in  healthy  children  and  that  re- 


Comparison  of  essential  amino  acids  delivered  by  intravenous  alimentation 
mixtures  containing  casein  or  fibrin  hydrolysate  (4  Gm.  per  kilogram  per  24  hours) 
with  recommended  oral  intake  of  essential  amino  acids 

Mixture  with  fibrin  hydrolysate 
(mg./Kg./24  hr). 

Mixture  with  casein  hydrolysate 
(mg./Kg./24  hr). 

Recommended 
oral  intake 17 

(mg./Kg./24 

hr.) 

Amino  acid 

Stegink 15 

Label 

Stegink,s 

Label 

Arginine 

96 

232 

23 

96 

— 

Histidine 

32 

93 

61 

104 

16-34 

Isoleucine 

61 

174 

143 

208 

102-  119 

Leucine 

414 

547 

310 

328 

76-  229 

Lysine 

139 

320 

300 

248 

— 

Methionine 

57 

80 

90 

104 

33-45 

Phenylalanine 

50 

80 

156 

160 

47-90 

Threonine 

82 

186 

88 

152 

45-87 

Tryptophan 

18 

40 

27 

28 

15-22 

Valine 

38 

130 

158 

248 

85-  105 
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quirements  in  sick  children  may  be  different. 
Second,  if  the  amino  acids  supplied  by  the  hy- 
peralimentation solutions  are  more  than  required, 
will  the  excess  be  harmful?  Studies  in  experi- 
mental animals  indicate  that  an  altered  balance 
of  amino  acids  in  the  blood  seems  to  inhibit  the 
animal  from  ingesting  an  excessive  amount  of 
a severely  unbalanced  diet.  If  the  animal  is 
force-fed  a severely  unbalanced  diet,  degenera- 
tion of  certain  organs  and  even  early  death  will 
result.13  In  humans  excessive  amounts  of  certain 
amino  acids  in  the  blood  will  lead  to  mental  re- 
tardation, e.g.,  phenylalanine.  For  these  reasons 
the  urine  and  blood  must  be  monitored  for  ele- 
vations in  amino  acids  and  if  such  an  elevation 
results,  the  rate  or  concentration  of  the  infusion 
must  be  decreased  temporarily. 

The  amount  of  nitrogen  that  is  delivered  de- 
pends on  the  extent  to  which  the  amino  acids 
and  peptides  can  be  utilized.  An  amino  acid  im- 
balance may  affect  utilization.  Also,  peptides  are 
utilized  less  than  free  amino  acids,  with  the 
peptides  of  fibrin  hydrolysates  lost  in  the  urine 
to  a much  lesser  extent  than  the  peptides  of 
casein  hydrolysates.14 

A solution  containing  150  Cal  per  gram  of 
nitrogen  appears  to  be  optimal  for  maximal 
utilization  of  nitrogen.  These  proportions  are 
provided  by  supplying  4 grams  of  protein  per 
Kg  per  day  in  a solution  containing  approxi- 
mately 90-100  Cal  per  100  ml.  This  requires  a 
final  glucose  concentration  of  20%10 

Water  requirements  are  somewhat  greater  than 
maintenance  and  Table  2 shows  the  suggested  in- 
fusion rates. 

Electrolyte  requirements  vary15' 16  and  the  rec- 
ommended intakes  are  only  safe  starting  points 
from  which  increases  and  decreases  are  made 
depending  on  the  clinical  and  laboratory  situa- 
tion. As  supplied  by  the  manufacturer  the  vari- 

Suggested  Rates  of  Infusion 


Age 

Rate  (ml/kg/day) 

3 days 

80-100 

10  days 

125-150 

3 months 

140-160 

6 months 

130-155 

9 months 

125-145 

1 year 

120-135 

2 years 

115-125 

4 years 

100-110 

6 years 

90-100 

10  years 

70-85 

14  years 

50-60 

Adult 

40-50 

ous  hyperalimentation  solutions  are  usually  de- 
ficient in  one  or  more  of  the  electrolytes  and 
these  have  to  be  added  when  mixing  the  solution. 
Sodium  and  potassium  requirements  are  esti- 
mated at  3 and  2 mEq  per  Kg  per  day  respec- 
tively. Because  of  the  increased  plasma  insulin 
levels  in  patients  treated  with  hyperalimenta- 
tion solutions,  plasma  potassium  levels  must  be 
closely  monitored  as  insulin  drives  potassium 
into  cells.  Oral  requirements  for  calcium  and 
phosphorus  in  term  newborns  have  been  work- 
ed out  by  Kahn17  in  elaborate  studies  to  be  500 
mg  and  460  mg  per  day  respectively.  Fecal  losses 
of  calcium  approximate  290  mg  and  phosphorus 
160  mg.  Total  intravenous  feeding  will  reduce 
gastrointestinal  loss  to  negligible  amounts.  There- 
fore, estimated  oral  requirements  minus  fecal 
losses  would  give  an  estimate  of  intravenous  re- 
quirements, i.e.,  210  mg  calcium  and  300  mg 
phosphorus.  From  these  studies  it  is  recom- 
mended that  intravenous  calcium  be  supplied  in 
the  dose  of  60  mg  per  Kg  per  day  and  phos- 
phorus 80  mg  per  Kg  per  day  in  infancy.  Re- 
quirements throughout  childhood  and  adoles- 
cence would  be  similar.  Magnesium  is  also  sup- 
plied in  the  hyperalimentation  solution  and  rec- 
ommended infant  requirement  is  10  mg  per  Kg 
per  day. 

Iron  and  trace  metals  (zinc,  copper,  iodine 
and  manganese)  are  added  to  some  solution  or 
hopefully  supplied  by  regular  transfusions  of 
plasma  or  whole  blood.10  Some  investigators  make 
no  attempt  at  replacement  as  deficiencies  are 
less  likely  to  develop  with  short  term  administra- 
tion of  total  parenteral  alimentation  used  in  the 
majority  of  patients. 

Vitamin  requirements  are  met  by  1 ml  per 
liter  solution  of  MVI  (U.S.  Vitamin),  0.5  ml  of 
Folvite  (Folic  acid  15  mg  per  ml)  and  1 ml 
Aqua  Mephyton  (Vitamin  K).  Since  the  hyper- 
alimentation solutions  as  supplied  by  the  manu- 
facturer do  not  come  already  mixed  and  ingre- 
dients have  to  be  added  to  obtain  the  desired 
final  concentration  strict  aseptic  conditions  us- 
ing the  laminar  flow  hood  should  be  used  when 
preparing  these  solutions.  Solutions  are  prepared 
fresh  daily. 

MONITORING 

Since  the  hyperalimentation  solution  enters 
the  circulation  directly  without  passage  through 
the  gastrointestinal  tract  or  liver,  some  of  the 
normal  regulatory  mechanisms  are  circumvented 
and  other  body  homeostatic  mechanisms  may 
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be  taxed  to  their  limit  in  trying  to  maintain  a 
normal  body  chemistry.  It  is  important  that  blood 
and  urine  chemistries  be  checked  periodically 
as  well  as  growth  parameters  such  as  head  cir- 
cumference, weight,  etc.  Table  3 suggests  para- 
meters to  be  followed  and  their  frequency. 


1 Growth  variables 


Weight 

Length 

Head  circumference 
II.  Metabolic  variables 

1.  Blood  measurements 

Electrolytes  (Na*.  K\  Cl-) 

Urea 

Osmolality* 

Calcium,  phosphorus 
Glucose 

Serum  transaminases 
Total  protein  and  fractions 
Acid-base  study 
Ammonia 
Hemoglobin 

2.  Urine  measurements 

Glucose 

Specific  gravity  or  osmolality 

3.  General  measurements 

Intake 

Output 

III.  Prevention  and  detection  of  infection 

Clinical  observation  (activity,  temperature, 

etc.) 

White  blood  cell  count  and  differential 
Cultures 


Daily 

Daily 

Weekly 

Weekly 

Weekly 

Weekly 

Daily 

3 times  weekly 

3 times  weekly 

2 times  weekly 

Daily 

3 times  weekly 

3 times  weekly 

2 times  weekly 

Daily 

3 times  weekly 

3 times  weekly 

2 times  weekly 

2 times  weekly 

Weekly 

Daily 

3 times  weekly 

Weekly 

Weekly 

Weekly 

Weekly 

4 - 6 times  daily 

2 times  daily 

2-4  times  daily 

Daily 

Daily 

Daily 

Daily 

Daily 

Daily 

Daily 

As  indicated 

As  indicated 

As  indicated 

As  indicated 

•Plaima  osmolality  nred  not  be  determined  dirrctly;  if  the  plasm*  concentration  of  sodium  and  rIucosc  arc  known,  osmo- 
lality can  be  closely  approximated  by  the  relationship  Plasma  osmolality  (mOam  /Kg.  H:0)  = 2 times  plasma  sodium  con- 
centration (mEq /L.)  pi ui  plasma  rIucosc  concentration  (mg/IOOml.  —■  18). 


Table  3 

Parameters  helpful  in  following  patients  receiving 
hyperalimentation. 


COMPLICATIONS 

Table  4 shows  a list  of  complications  of  hyper- 
alimentation and  their  incidence  in  one  study. 
Some  of  the  complications  are  minor  but  others 
are  serious  and  can  be  fatal.  By  no  means  is 
this  a complete  list.  As  the  frequency  of  hyper- 
alimentation increases  so  will  the  list  of  undesir- 
able side  effects. 

Summary  of  complications 
encountered  during  intravenous  alimentation 
of  pediatric  patients 


Complications  \ No. 


Complications  related  to  catheter  61 

Septicemia  44 

Thrombosis  of  major  vessel  3 

Plugging  or  dislodgment  of  catheter  6 

Improper  catheter  placement  1 

Extravasation  of  fluid  4 

Local  skin  infection  3 

Metabolic  complications  20 

Persistent  significant  glucosuria  5 

Dehydration  3 

Acidosis  1 

Postinfusion  hypoglycemia  2 

Skin  rash  2 

Hypocalcemia  1 

Hypokalemia  1 

Radiographic  bone  changes  4 

Hepatic  damage  1 

Deaths  attributable  to  intravenous  alimentation  10 
Patients  reported  113 

Complications  reported  81 


The  most  serious  complication  is  sepsis  and 
fungal  septicemia  is  the  most  prevalent  type. 
A study  from  the  University  of  Minnesota  Hos- 
pitals18 showed  that  28%  of  their  patients  receiv- 
ing parenteral  alimentation  developed  septicemia 
and  fungal  septicemia  accounted  for  greater 
than  60%  of  the  cases.  The  high  incidence  of 
fungal  septicemia  may  be  related  to  the  gen- 
erally widespread  use  of  antibiotic  ointment  ap- 
plied to  the  external  catheter  site.  In  most  cases 
of  septicemia  antibiotics  alone  are  not  effective 
but  require  in  addition  the  removal  of  the  in- 
dwelling catheter.19 

Metabolic  complications  occur  frequently. 
High  levels  of  glucose  in  the  blood  can  lead  to 
significant  glycosuria  which  may  in  turn  lead  to 
osmotic  diuresis  and  subsequent  dehydration. 
This  is  especially  true  in  the  premature  infant 
whose  maximum  urine  concentrating  ability  is 
reduced  when  compared  to  term  infants.  In  the 
daily  management  of  patients  receiving  high 
concentrations  of  glucose,  urine  sugars  consis- 
tently greater  than  3+  signal  the  likelihood  of 
an  osmotic  diuresis.  A temporary  decrease  in  the 
hourly  infusion  rate  or  use  of  a more  dilute 
solution  usually  corrects  this  problem.20 

The  high  concentration  of  glucose  used  is 
the  cause  of  another  potentially  serious  side- 
effect,  post  infusion  hypoglycemia.  This  can  best 
be  avoided  by  slowly  decreasing  the  rate  of  in- 
fusion when  discontinuing  hyperalimentation. 

A high  incidence  of  hyperchloremic  metabolic 
acidosis21  has  occurred  with  the  use  of  synthetic 
amino  acid  mixtures  for  intravenous  hyperali- 
mentation; i.e.,  FreAmine.  This  acidosis  is  not 
encountered  with  any  appreciable  frequency 
with  the  use  of  protein  hydrolysates.  The  cur- 
rently accepted  mechanism  of  the  acidosis  is  that 
the  synthetic  amino  acid  mixtures  contain  an  ex- 
cess of  metabolic  precursors  of  hydrogen  ion. 
These  precursors  are  the  positively  charged  ca- 
tion amino  acids  such  as  arginine,  histidine  and 
lysine.  There  are  three  possible  fates  for  these 
amino  acids.  First,  they  can  be  excreted  un- 
changed in  the  urine  which  is  not  an  import- 
ant factor  in  acid  base  balance.  Second,  they 
can  be  catabolized  yielding  hydrogen  ion.  It 
is  estimated  that  50%  of  the  amino  acids  go 
this  route.  Finally,  they  can  be  anabolized 
into  new  protein  which  is  a potential  source 
of  hydrogen  ion  as  summarized  in  Figure  2. 
The  protein  hydrolysate  solutions  do  not  gen- 
erally induce  aaidosis  because  they  contain 
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Figure  2.  Acid-Base  Effects  of  Anabolism  of  Cationic  Amino 
Acids. 


a significant  quantity  of  anion  amino  acids 
such  as  glutamic  acid  and  aspartic  acid  which 
beside  being  available  for  neutralization  of  the 
peptide  chain  also  consume  hydrogen  ion  upon 
complete  hydrolysis. 

It  is  easy  to  see  how  hepatic  damage  can  re- 
sult if  the  hyperosmolar  solution  is  infused  di- 
rectly into  the  liver  because  of  improper  place- 
ment of  the  central  venous  catheter.  Although 
there  is  some  temporary  elevation  in  transamin- 
ase levels  in  patients  receiving  hyperalimenta- 
tion,10 there  is  no  sound  evidence  that  the  solu- 
tion itself  causes  permanent  hepatic  damage. 
Case  reports  showing  hepatic  damage  have  had 
complicating  features  such  as  the  catheter  slip- 
ping into  the  hepatic  outflow  tract.22  More  work 
in  this  area  has  to  be  done  however,  before 
definite  conclusions  can  be  drawn. 

It  has  been  shown  that  hyperammonemia  of 
varying  degrees  is  not  an  uncommon  biochem- 
ical abnormality  in  infants  receiving  hyperali- 
mentation. There  are  several  etiological  possibili- 
ties but  the  most  likely  is  that  the  high  concen- 
tration of  ammonia  in  the  infusion,  particularly 
the  protein  hydrolysate  solutions,  plus  additional 
ammonia  production  in  the  body  exceeds  the 
infants  ability  to  produce  urea.  The  concentra- 
tion of  ammonia  in  free  amino  acid  solutions 
such  as  FreAmine  is  1/100  to  1/200  less  than 
that  in  the  protein  hydrolysate  solutions.23 

The  last  complication  to  be  mentioned  in  de- 
tail is  essential  fatty  acid  deficiency.  Hyperali- 
mentation solutions  as  administered  throughout 
the  United  States  do  not  contain  any  lipid  source 
and  the  only  attempt  at  supplying  essential  fatty 
acids  is  through  periodic  plasma  or  blood  trans- 
fusions. Studies  have  shown  however  that  essen- 
tial fatty  acid  deficiencies  can  develop  after  pro- 
longed parenteral  alimentation  in  spite  of  twice 
weekly  20  ml  per  Kg  plasma  or  whole  blood 
transfusions.  In  one  study  after  twenty  weeks 


of  total  parenteral  nutrition  manifestations  of 
fatty  acid  deficiency  developed  and  included 
scaly  skin  lesions,  sparse  hair  growth,  throm- 
bocytopenia and  poor  wound  healing.  These 
changes  are  comparable  to  those  seen  in  animals 
on  essential  fatty  acid  deficient  diets.  In  addition, 
growth  retardation,  renal  medulary  necrosis  and 
fatty  infiltration  of  the  liver  were  demonstrated 
in  these  animals.  Correction  of  the  fatty  acid 
deficiency  was  accomplished  in  both  humans 
and  animals  by  intravenous  10%  Intralipid  which 
is  only  available  for  experimental  use  in  the 
United  States.24 

As  can  be  seen  the  complications  of  hyperali- 
mentation are  many  and  can  be  serious  and  even 
fatal.  Therefore  with  each  patient  the  physician 
must  decide  if  the  benefits  are  worth  the  risks. 

In  pediatric  practice  the  patients  most  likely 
to  benefit  from  hyperalimentation  fit  into  one 
of  three  major  categories.  First,  infants  or  chil- 
dren with  congenital  or  acquired  lesions  of  the 
gastrointestinal  tract  requiring  multiple  surgical 
procedures.  These  patients  cannot  tolerate  oral 
feedings  for  prolonged  periods.  Also,  the  nutri- 
ents received  from  hyperalimentation  promote 
wound  healing;  second,  infants  and  young  chil- 
dren with  chronic  non-specific  diarrhea.  This 
is  not  a primary  disease  but  a vicious  cycle 
which  begins  from  a variety  of  causes.  The  com- 
bination of  diarrhea  and  starvation  can  reach 
an  irreversible  self-perpetuating  state  where 
futher  oral  intake  promotes  fever,  diarrhea,  vom- 
iting and  weight  loss.25  Third,  newborns  with 
respiratory  distress  of  variable  etiology  in  whom 
oral  intake  is  not  tolerated.  Even  if  gastrostomy 
is  performed,  the  risk  of  aspiration  is  present. 

Why  is  it  important  to  establish  an  adequate 
calorie-nitrogen  intake?  It  has  been  shown  that 
permanent  retardation  in  brain  development  can 
result  from  malnutrition  in  early  neonatal  life.26 
In  rat  experiments  undernutrition  from  birth 
to  twenty-one  days  of  life  resulted  in  permanent 
reduction  in  brain  weight.  Undernutrition  after 
this  time  resulted  in  progressively  smaller  effects 
on  brain  weight  and  complete  return  to  normal 
when  the  animal  was  rehabilitated.  Other  param- 
eters of  brain  development  such  as  cell  number 
and  size  and  amount  of  myelination  are  severely 
affected  by  early  malnutrition.  In  addition  pre- 
natal malnutrition  when  coupled  with  malnutri- 
tion after  birth  had  an  additive  adverse  effect  on 
brain  development.  The  human  studies  that  have 
been  done  agree  with  the  above  animal  studies. 
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After  birth  cellular  division  continues  until  ap- 
proximately six  months  of  age  and  interruption 
of  growth  during  this  critical  time  by  malnutri- 
tion will  result  in  permanent  deficits  within  the 
brain  as  shown  in  Figure  3.  Particularly  in  ani- 


Reduction  in  cell  number  in  9 children  who  died  of  malnutrition  in  Santiago,  Chile. 
Lines  indicate  United  States  norms.  0 = brains  of  normal  Chileans;  A = brains  of  Chilean 
children  who  died  of  marasmus. 

mals  and  also  in  humans  there  is  a sound  cor- 
relation between  anatomical  changes  as  describ- 
ed above  and  functional  changes.  For  example: 
learning  ability  in  pigs  (solving  maze  problems) 
was  impaired  when  malnutrition  occurred  early 
in  life  and  these  animals  never  caught  up  to 
their  controls  even  when  nutrition  was  reestab- 
lished. The  studies  done  in  humans,  although 
lacking  good  controls,  show  a direct  relationship 
between  nutrition  and  IQ.  This  data  is  sum- 
marized in  Tables  5 and  6. 


Physical  and  chemical  changes  in  the  developing  brain 


Physical  or  chemical 
measurement 

Animal 

Human 

Weight 

Decreased 

Decreased 

Histology 

Degeneration  of  neurones  and  glia  — 

Cell  number 

Decreased  in  total  brain.  Earliest  Decreased  in  total  brain 

effect  on  cerebellum 

Cell  migration 

Delayed  in  hippocampus 

— 

Myelin  synthesis 

Decreased 

- 

Norepinephrine  and  serotonin 
centration 

con-  Transiently  decreased 

- 

RN'A  content  per  cell 

rn.vdna 

Transiently  increased 

- 

Head  circumference 

- 

Decreased 

Functional  changes  in  the  developing  brain 

Functional  changes 

Animals 

Human 

Neurologic  symptoms 

Transient,  tremors,  hobble  skirt  gait, 
convulsions 

Transient  apathy,  lethargy,  or  hyper- 
irritability 

EEC  changes 

Increased  slow  wave  activity  (tran- 
sient) 

- 

Behavioral 

Decreased  “exploratory”  behavior 

— 

Intellectual 

Difficulty  in  maze  learning 

Decrease  in  cognitive  and  perceptual 
development* 

'Malnutrition  has  not  been  citircly  isolated  as  the  sole  cause  of  these  changes. 

In  conclusion,  parenteral  hyperalimentation 
has  come  to  be  an  accepted  and  desired  tool  of 
the  pediatrician.  It  can  be  compared  in  value  to 
a drug  like  insulin.  Its  proper  use  can  lead  to 
normal  growth  and  development  while  its  inap- 
propriate use  can  cause  morbidity  and  death. 
As  with  any  tool  one  must  be  thoroughly  familiar 
with  its  use  so  that  the  patient  may  be  maxi- 
mally benefited.  Finally,  the  search  goes  on  for 


better  and  safer  solutions,  such  as  new  lipid 
emulsions,  as  well  as  methods  for  their  adminis- 
tration. 
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It  is  hard  to  imagine  any  single  hormonal 
event  which  is  more  complex  and  brings  to  play 
as  many  different  endocrine  components  as  ges- 
tation. 

The  major  problem  in  understanding  the  role 
or  contribution  of  each  of  these  components  to 
the  sum  total  of  pregnancy  is  the  free  inter- 
changeability or  flow  of  hormones  between  the 
mother  and  fetus. 

The  large  number  of  steroids  and  their  tran- 
sitional metabolites  which  circulate  freely  have 
as  their  primary  importance  the  maintenance  of 
gestation.  Unique  among  these  steroids  is  estriol, 
the  final  origin  is  of  which  almost  entirely  de- 
rived from  fetal  tissue. 

It  has  only  been  a few  years  since  it  was  rec- 
ognized that  the  fetus  itself  had  an  active  role 
in  the  production  of  any  hormone  of  pregnancy.4 
Prior  to  this  it  was  generally  assumed  that  the 
placenta  was  the  source  of  most  of  these  hor- 
mones. 

Taking  advantage  of  the  fact  that  estriol  is  a 
steroid  of  pregnancy  the  derivation  of  which  is 
practically  entirely  fetal  in  origin,  we  have  at- 
tempted to  assess  and  compare  two  methods 
of  determining  fetal  development  via  estriol  ex- 
cretion in  the  maternal  urine  or  circulating  in  the 
maternal  blood  stream. 

METHODS 

Serum  and  24  hour  urine  samples  were  col- 
lected every  week  during  the  course  of  preg- 
nancy in  a number  of  patients  and  stored  at 
— 20C.  Only  those  who  had  a “normal  gestation” 
were  selected  for  use  on  this  study. 

From  the  Department  of  Obstetrics  and  Gynecology,  Univedsity 
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Urinary  estriol  levels  were  determined  by  gas 
chromatography  using  a modified  method  of 
Brown,2  while  serum  estriol  levels  were  deter- 
mined by  radioimmunoassay  (RIA)  as  basically 
described  by  Tulehinsky  and  Abraham.11 

RESULTS 

The  excretion  of  estriol  in  the  urine  during 
the  course  of  pregnancy  can  be  seen  in  figure  1. 

There  is  a steady  increase  in  concentration 
with  the  levels  becoming  greatly  elevated  at  ap- 
proximately 30  weeks  of  gestation. 

The  circulating  maternal  estriol  levels  also 
denote  this  change  which  can  be  seen  in  figure 


T= — ! — — | — r i r 

5 10  15  20  25  30  35  40 

WEEKS  of  PREGNANCY 


Figure  1 

24  hour  urine  estriol  levels  in  27  risk  patients. 


DISCUSSION 

As  can  be  seen  in  figures  1 and  2,  circulating 
and  excretory  levels  of  estriol  are  directly  pro- 
portional and  increase  as  pregnancy  progresses. 
This  suggests  a free  interchange  of  the  steroid 
between  the  placental  unit  and  the  maternal 
unit.  This  increase  in  levels  of  estriol  has  been 
noted  before  and  is  well  documented.1' 3* 6' 7' 8’ 9’ 10 
This  paper  is  not  intended  to  be  a review  of  the 
literature  on  estriol  secretion  and  only  a few  of 
the  more  recent  works  have  been  cited. 

As  can  be  seen  in  figure  3,  the  major  steps  in 
the  biosynthesis  of  estriol  are  quite  involved.  It 


WEEKS  OF  PREGNANCY 

Figure  2 

Serum  estriol  levels  during  normal  pregnancy.  Values 
represent  the  mean  and  both  extremes. 
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Figure  3 

Major  steps  in  the  pathway  of  estriol  synthesis  in  the 
human. 


requires  conversion  of  the  maternal  precursor 
pregnenolone  by  fetal  tissues,  with  hydroxylation 
at  the  16th  position  being  the  key  step  in  the 
process.5  Thus  as  the  fetus  develops  it  would  be 
expected  to  increase  synthesis  of  the  16  hydro- 
xylating  enzymes,  providing  more  and  more 
precursor  dehydroepiandrosterone  sulfate  to  be 
converted  to  estriol,  this  in  turn  causing  the 
observed  increase  in  urinary  and  circulating  es- 
triol in  the  maternal  compartments. 

The  potential  value  of  a reliable  laboratory 
assay  of  estriol  has  been  recognized,  but  the  ap- 
plication of  such  is  another  matter.  Collection  of 
24  hour  urine  samples  is  fraught  with  problems 
and  requires  an  extremely  conscientious  patient. 
This  usually  results  in  a certain  degree  of  doubt 
as  to  the  completeness  of  collection  in  the  minds 
of  most  investigators  unless  it  is  collected  on 
an  inpatient  basis,  something  not  too  practical 
during  the  course  of  gestation.  Maternal  serum 
levels  would  thus  be  much  easier  to  evaluate 
and  collect,  yet  this  requires  a methodology 
which  would  be  applicable  to  several  milliliters 
of  serum  or  plasma  ( we  prefer  serum  over  plasma 
to  eliminate  the  secondary  formation  of  fibrin 
which  is  often  seen  when  frozen  plasma  is 
thawed ) . 

The  analytical  method  most  often  used  for  the 
last  15  years  or  so,  gas  chromatography,  allowed 
our  first  close  monitoring  of  circulating  levels  of 
estriol,  but  this  method  is  problem  ridden  and 
requires  a large  amount  of  preparation  and  often 
results  in  spurious  results.  It  is  the  opinion  of 
many  of  us  who  have  worked  with  gas  chroma- 
tography, that  the  problems  and  time  involved, 
coupled  with  the  unreliability  factor  make  this 
method  suspect  unless  it  is  utilized  in  the  hands 
of  an  expert  who  can  devote  his  entire  time  to 


this  particular  method. 

With  the  recent  application  of  immunoassay  to 
hormones,  a new  vista  has  opened  for  determina- 
tion of  these  substances  in  the  circulation.  This 
method  allows  the  use  of  0.1  millititers  of  serum 
for  a determination,  being  capable  of  denoting 
changes  reliably  in  the  range  of  10  trillionths  of 
a gram  (10~12),  which  allows  inspection  of  the 
often  minute  changes  in  hormonal  levels  which 
occur.  Of  as  much  value  however,  is  the  fact  that 
results  can  be  reported  back  within  36  hours 
from  start  of  the  procedure  and  when  modifica- 
tions currently  under  study  are  incorporated  into 
the  assay,  the  total  time  span  should  decrease 
to  12  hours  allowing  up  to  20  separate  samples 
to  be  run  at  a time.  Then  if  a further  workup 
is  required,  a 24  hour  time  span  need  not  elapse 
while  collecting  more  urine.  The  rapid  time  in 
which  the  assay  can  be  set  up  and  its  sim- 
plicity have  made  the  estriol  RIA  extremely  feas- 
ible and  on  a cost  basis  we  now  estimate  at 
$15.00  per  determination,  a significant  decrease 
over  other  methods  that  are  currently  being  used, 
and  one  which  will  continue  to  decrease  as  our 
proficiency  and  techniques  improve. 

With  the  development  and  routine  utilization 
of  the  radioimmunossay  of  estriol,  it  is  now  quite 
feasible  to  follow  fetal  development  throughout 
gestration  and  give  the  clinician  another  tool  in 
the  management  of  the  “normal,”  suspect,  and 
high  risk  pregnancy. 
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High  risk  pregnancy  is  a continuing  problem 
facing  all  physicians  involved  with  obstetrical  pa- 
tients. Monitoring  fetal  well  being  is  imperative 
for  a successful  conclusion  to  the  pregnancy  in 
many  of  these  cases.  Serum  estriol  was  utilized  as 
an  index  of  fetal  development  in  5 high  risk 
pregnancies  seen  at  the  Arizona  Medical  Center. 
The  maternal  case  history  and  course  of  preg- 
nancy are  discussed  in  light  of  the  hormonal 
changes. 

Estriol  is  the  primary  estrogen  found  during 
pregnancy,  occurring  in  the  maternal  urine, 
blood,  and  amniotic  fluid.  The  fact  that  most 
of  the  estriol  precursors  are  produced  by  the 
fetal  adrenal  and  hydroxylated  by  the  fetal  liver,8 
suggests  that  circulating  maternal  estriol  levels 
could  be  used  as  an  index  of  fetal  maturation  and 
well  being. 

The  major  problem  has  been  one  of  having 
an  assay  method  sensitive  enough  to  ascertain 
the  often  minute  changes  occurring  during  fetal 
distress,  particularly  within  a short  enough  time 
frame  to  act  before  fetal  demise  occurs.  The 
crude  bioassay  and  colorimetric  methods  are  not 
usually  capable  of  detecting  these  changes,  and 
gas  chromatography  is  a difficult  and  often  prob- 
lem plagued  method.  However,  with  the  devel- 
opment of  specific  and  extremely  sensitive  radio- 
immunoassays, it  has  now  become  possible  to 
accurately  monitor  circulating  steroid  levels  dur- 
ing various  physiological  conditions. 

Five  patients,  either  referrals  or  house  cases, 
with  previous  or  suspected  high  risk  status  were 
followed  at  the  Arizona  Medical  Center  by  se- 
quential determination  of  maternal  estriol  levels. 
The  results  of  these  studies  are  the  subject  of 
this  paper. 
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METHODS 

The  five  patients  reported  on  were  selected 
at  random,  utilizing  either  previous  case  histories 
during  the  course  of  pregnancy,  maternal  health 
history,  or  suspect  clinical  observations  during 
the  course  of  the  current  pregnancy. 

Serum  samples  were  collected  weekly  or  bi- 
weekly during  routine  office  visits,  allowed  to 
clot  at  4°  C for  4 hours,  certrifuged  at  2000  RPM 
for  30  minutes,  and  stored  frozen  at  — 20  C 
until  analyzed. 

Serum  estriol  levels  were  determined  by  radio- 
immunoassay using  the  method  of  Tulchinsky 
and  Abraham,9  with  minor  modifications.  Values 
are  reported  in  picograms  per  milliliter  of  sera 
(pg/ml,  1 picogram  = 1 X 10'12  grams). 

Ultrasonography  was  obtained  using  equip- 
ment donated  to  the  Arizona  Medical  Center  by 
the  Knights  of  Columbus  and  Masons. 

RESULTS  AND  DISCUSSION 

Probably  the  most  difficult  and  critical  deci- 
sion faced  in  obstetrical  cases  is  that  of  an  inter- 
ruption of  pregnancy  early  in  the  third  trimester. 
However,  it  is  in  this  period  of  time  that  most 
often  fetal  distress  arises,  commonly  as  a result 
of  maternal  afflictions. 

For  a long  time  it  has  been  recognized  that 
there  was  a need  for  an  adequate  and  precise 
method  of  ascertaining  the  continued  develop- 
ment and  well  being  of  the  baby  in  utero,  even 
of  more  value  however,  would  be  a method 
which  could  give  early  warning  of  distress.  Util- 
izing the  biochemical  conversion  of  certain  ster- 
oid precursors  to  estriol  by  the  fetal  tissue  was 
a logical  place  to  look  for  a biological  index  of 
fetal  well  being.  This  type  of  index  is  especially 
needed  in  situations  where  due  to  the  patho- 
physiology of  the  mother,  or  a previous  history 
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of  repeated  fetal  distress,  the  pregnancy  must  be 
termed  high  risk. 

Courey  et  al,2  noted  that  urinary  estriol  levels 
were  lower  in  women  whose  babies  died  com- 
pared to  those  who  survived,  with  diverse  etiol- 
ogy accounting  for  the  intra-uterine  fetal  dem- 
ise. (IUFD). 

D.B.  A 29  week  pregnant  white  female,  18 
years  old,  gravida  1,  para  0,  admitted  8/31/72 
upon  referral  with  severe  preeclampsia,  nephro- 
tic syndrome  and  toxemia  of  pregnancy.  Protein- 
urea  was  7.9  grams  in  24  hour  urine.  Blood  pres- 
sure was  150/110  when  admitted  with  no  com- 
plaint of  headaches  or  vision  problems;  patient 
was  committed  to  bed  rest.  On  9/2/72  she  com- 
plained of  frontal  headaches  and  double  vision. 
Sonogram  showed  a fetus  of  29  weeks  gestation. 

Table  1 

Serum  estriol  levels  in  patient  D.B. 

Estriol  pg/ml 

9/1/72  36100 

9/6/72  7900 

9/9/72  4700 

On  9/12/72  amniocentesis  was  performed 
showing  a delta  O.D.  of  0.044  absorbance  units 
and  a Lecithin/sphingomyelin  ratio  ( L/S ) of 
1.6.  At  this  point  cesarean  section  was  performed 
delivering  a female  infant  of  1106  grams  with 
an  Apgar  of  7. 

D.B.  is  a classic  case  of  hypertension,  with  pre- 
eclampsia complicated  by  nephrotic  syndrome. 
She  had  abnormally  high  estriol  values  (Table 
1.)  just  after  admission,  which  was  also  noted 
in  the  nephrotic  syndrome  of  pregnancy  by 
Nachtigall  et  al.5  The  rapid  fall  in  estriol  could 
possibly  reflect  the  inability  of  the  fetoplacental 
unit  to  maintain  its  integrity  under  the  conditions 
it  was  subjected  to. 

A.W.  A white  female,  36  years  old,  gravida  7, 
para  1,  class  C diabetic  of  10  years  duration. 
She  was  referred  for  serial  estriol  determinations. 
The  course  of  the  pregnancy  was  routinely  un- 
eventful except  for  one  instance  of  hypertension. 

On  8/30/72  the  patient  was  sectioned  and  de- 
livered by  a 2745  gram  male. 

She  is  one  of  a group  representing  a difficult 
yet  rather  common  complicated  obstetrical  pa- 


Table  2 


Serum  estriol  levels  in  patient  A.W. 

Estriol 

pg/ml 

7/26/72 

6360 

8/8/72 

8000 

8/11/72 

10500 

8/18/72 

13500 

8/28/72 

16600 

tient  to  care  for,  namely  the  diabetic.  Nachtigall 
et  al 5 reported  no  noticeable  difference  in  either 
class  A,  B,  or  C diabetes  from  controls,  where 
Rivlin  et  al,7  reported  depressed  estriol  values  in 
class  C and  D diabetic  patients.  Yet  Levitz  and 
Selinger,3  found  elevated  estriol  levels  due  to 
diabetes.  The  continued  rise  in  estriol  levels 
(Table  2.)  during  the  course  of  this  patients 
pregnancy  reflects  continued  fetal  growth  and 
well  being.  This  suggests  that  perhaps  as  Nach- 
tigall and  others  pointed  out,5  that  good  pre- 
natal management  of  pregnancy  complicated  by 
diabetes  is  the  key  to  a live  baby. 

M.W.  A 30  year  old  gravida  3,  para  1,  white 
female,  who  had  a previous  stillborn  with  no 
known  etiology  for  the  fetal  death.  She  was  a 
routine  obstetrical  patient  with  no  prenatal  com- 
plications. On  7/10/72  sonogram  showed  a fetus 
of  39  weeks  size  and  on  7/14/72  a fetus  of  39.8 
weeks  size.  On  7/19/72  the  patient  was  admitted 
to  the  Arizona  Medical  Center  for  elective  cesa- 
rean section  at  which  time  she  was  38  weeks 
by  dates. 


Estriol 

6/12/72 

6/26/72 

7/10/72 

7/17/72 


Table  3 

Serum  estriol  levels  in  patient  M.W. 

pg/ml 

3170 

5000 

6500 

7140 


At  the  time  of  admission  the  patient  had  some 
mild  edema  and  varicosity.  Section  was  per- 
formed on  7/20/72,  delivering  a 2720  gram  fe- 
male. 

Here  was  a patient  being  followed  because  of 
prior  fetal  distress  and  stillbirth.  The  interesting 
observation  was  that  the  serum  estriol  remained 
borderline  low  (Table  3.)  throughout  the  course 
of  pregnancy  and  yet  a large  fetus  was  delivered. 

F.H.  A 34  year  old  white  female,  gravida  3, 
para  0,  who  had  two  previous  intrauterine  fetal 
deaths  for  no  known  reason  at  38  and  28  weeks 
gestation.  She  was  followed  weekly  for  estriol 
levels  and  sonogram  to  assess  fetal  development. 
Her  first  visit  was  at  approximately  23  weeks. 
On  9/15/72  the  patient  complained  of  decreased 
fetal  movement,  the  sonogram  indicated  a fetus 
of  30  weeks  size  who  had  minimal  growth.  On 
9/18/72  the  patient  reported  that  she  felt  no 
fetal  movement  over  the  last  3 day  period.  There 
was  a questionable  fetal  heart  tone  with  the  Dop- 
pler. On  9/22/72  the  sonogram  indicated  very 
limited  or  lack  of  fetal  growth.  On  9/25/72  the 
patient  stated  she  thought  she  had  felt  some 
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movement.  The  fetal  heart  tone  was  again  ques- 
tionable. 

Table  4 

Serum  estriol  levels  in  patient  F.H. 


Estriol 

pg/ml 

8/9/72 

4700 

8/16/72 

5000 

8/23/72 

7500 

8/31/72 

4700 

9/7/72 

3600 

9/14/72 

3700 

9/15/72 

3700 

9/18:72 

0 

9/20/72 

0 

9/22/72 

0 

On  9/26/72  the  patient  spontaneously  aborted 

a severely  macerated  fetus  of  31  weeks  gesta- 
tional age  which  was  felt  to  have  been  dead  at 
least  a week. 

This  patient  represents  one  of  the  true  enigmas 
of  obstetrics,  the  habitual  IUFD  for  no  discern- 
ible reason.  The  course  of  the  pregnancy  was 
completely  routine  with  normal  fetal  develop- 
ment, and  although  the  estriol  levels  were  rather 
low  (Table  4.),  they  were  relatively  stable  until 
the  30th  week  when  the  serum  estriol  dropped 
to  undetectable  levels.  The  sonogram  of  9/14/72 
indicated  a slowing  of  fetal  growth  while  both 
9/20/72  and  9/22/72  sonograms  illustrated  a 
probable  cessation  of  growth.  Thus  two  differ- 
ent indices  were  in  close  agreement  that  fetal 
demise  had  taken  place.  The  rapid  clearance  of 
maternal  estriol  levels  after  IUFD  was  also  re- 
ported by  Tulchinsky  and  Abraham.9 

L.B.  A 16  year  old  white  female,  gravida  1, 
para  0,  with  multiple  sclerosis.  She  had  a rather 
routine  pregnancy  until  25  weeks  of  gestation 
when  her  blood  pressure  started  to  increase 
markedly.  On  8/25/72  the  patient  was  admitted 
at  32  weeks  of  pregnancy  with  a 3 plus  protein- 
uria and  a blood  pressure  of  170/115.  The  pa- 
tient was  placed  on  phenobarbital  and  bed  rest. 
The  sonogram  showed  a fetus  of  32.8  weeks  ges- 
tation. On  8/27/72  blood  pressure  was  150/110, 
fluctuating  to  180/130.  On  8/29/72  amniocen- 
tesis was  performed  and  tests  on  the  fluid  indi- 
cated a mature  baby  with  a L/S  of  2.4.  Feeling 
that  a danger  to  both  mother  and  baby  existed 
if  the  pregnancy  continued,  induction  was  at- 
tempted when  blood  pressure  again  reached  180/ 
120.  Induction  failed,  and  blood  pressure  failed 
to  respond  to  treatment. 

On  8/30/72  due  to  the  severe  hyptertension 
and  decrease  in  estriol,  a section  was  performed 
delivering  a 1020  gram  male  who  did  not  develop 
respiratory  distress. 


Table  5 

Serum  estriol  levels  in  patient  L.B. 

Estriol  pg/ml 

7/20/72  5000 

8/11/72  7500 

8/17/72  11250 

8/24/72  14666 

8/28/72  6400 


L.B.  probably  comes  as  close  as  any  one  case 
could  of  representing  a multiple  problem  preg- 
nancy. Hypertension,  maternal  immaturity,  and 
the  complications  of  multiple  sclerosis.  The  ma- 
jor problem  in  managing  this  pregnancy  was  one 
of  controlling  the  ever  increasing  blood  pressure. 
The  estriol  levels  were  rather  normal  until  the 
onset  of  the  severe  hypertension  (Table  5.),  and 
it  is  possible  that  the  resultant  drop  in  estriol 
could  reflect  the  stress  being  applied  to  the  fetus. 
The  effect  of  hypertension  on  serum  estriol  was 
also  reported  by  MacLeod,  Mitton  and  Avery,4 
who  also  suggested  that  the  estriol  levels  be 
monitored  sequentially  during  the  course  of  preg- 
nancy. 

CONCLUSIONS 

The  ultimate  value  of  any  laboratory  type  test 
is  that  of  assisting  the  clinician  to  make  a deci- 
sion on  the  particular  case  of  reference.  With 
serum  estriol  determinations,  it  is  felt  that  if 
used  regularly  as  a serial  index  of  gestation,  much 
more  meaningful  conclusions  can  be  reached  as 
to  the  needs  of  patient  management  in  high  risk 
categories,  and  should  help  to  insure  a success- 
ful delivery. 
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The  quality  of  patient  care  should  be  the 
focus  for  all  efforts  expended  by  everyone  as- 
sociated in  any  way  with  a hospital.  Therefore, 
the  governing  body,  medical  staff,  nursing  serv- 
ice, and  the  administration  must  have  an  under- 
standing of  each  other’s  problems  and  a mu- 
tual respect  for  one  another’s  opinions. 

St.  Joseph’s  Hospital  and  Medical  Center  in 
Phoenix,  founded  in  1895  by  the  Sisters  of 
Mercy,  has  enjoyed  the  reputation  for  being  a 
progressive  teaching  hospital  with  fine  facili- 
ties and  medical  staff.  The  governing  body,  made 
up  exclusively  of  members  of  the  order  of  Sis- 
ters of  Mercy  and  the  medical  staff  — now  800 
in  all,  have  until  recently  enjoyed  excellent  work- 


HEAT,  LIGHT,  PATIENTS, 
DOCTORS  AND  HOSPITALS 

ing  relationships  with  the  medical  staff  by-laws 
and  organization  being  worked  out  by  the  medi- 
cal staff  with  final  approval  by  the  governing 
body.  Unfortunately,  there  has  developed  a 
breakdown  in  governing  body-medical  staff  re- 
lationships since  contracts  were  arranged  with 
a cardiologist  who,  with  the  then  Sister  Admin- 
istrator, developed  the  Arizona  Heart  Institute 
at  St.  Joseph’s  Hospital  and  Medical  Center  and 
provided  a cardiovascular  surgeon  with  a five 
year  contract.  These  arrangements  were  made 
without  the  knowledge  of  the  Executive  Com- 
mittee of  the  Medical  Staff  and  did  not  come 
to  light  until  after  over  a year  of  fruitless  nego- 
tiations to  incorporate  the  Arizona  Heart  Insti- 
tute into  the  medical  staff  organization.  Obvious- 
ly, once  the  knowledge  of  the  contracts  was 
known  it  was  pointless  to  proceed  with  by-laws 
revisions  until  some  fundamental  problems  were 
solved.  The  Sister  Administrator  was  transferred 
to  another  post,  a new  President  of  the  Govern- 
ing Body  was  appointed  and  consultants  from 
the  Catholic  Hospital  Association  were  called 
resulting  in  the  Williams-Donnelly  Report. 

Some  points  in  this  report  are  the  major  source 
of  controversy.  On  the  positive  side,  it  did  rec- 
ommend that  the  governing  body  be  broadened 
to  include  qualified  laymen  and  physicians  and 
this  has  been  approved  by  the  Mother  House 
of  the  Sisters  of  Mercy.  The  new  governing 
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body,  with  physician  nominees  coming  from  the 
medical  staff  and  with  Doctor  Donald  Buffmire 
being  a member  of  the  Selection  Committee  for 
the  trustee  nominations,  is  to  begin  functioning 
in  September.  On  the  negative  side,  the  Report 
recommended  that  the  governing  body  select 
the  By-Laws  Committee  and  this  matter,  like 
many  others,  is  being  held  in  abeyance  until  the 
new  governing  board  is  organized.  A Select  Com- 
mittee and  the  Executive  Committee  of  the 
Medical  Staff,  the  Governing  Body,  the  Lay 
Advisory  Board  and  the  Administration  of  St. 
Joseph’s  Hospital  and  Medical  Center  have  been 
meeting  bi-weekly  to  clarify  areas  of  agreement 
and  disagreement.  Some  militant  polarization  is 
evident  on  both  sides  but  the  majority  of  the 
participants  are  anxious  and  willing  to  work 
out  any  differences  of  opinion.  In  the  meantime, 


the  forces  of  organized  medicine  are  dedicated 
to  the  principal  that  unilateral  changes  in  med- 
ical staff  by-laws  by  hospital  boards  of  trustees 
are  improper  and  it  is  improbable  that  St. 
Joseph’s  Hospital  and  Medical  Center  will  not 
accept  this  principle.  This  Board  is  obligated  to 
re-establish  understanding  of  hospital  and  staff 
problems,  mutual  respect  for  the  opinions  of  all 
concerned,  and  to  focus  all  efforts  on  the  elim- 
ination of  the  heat  of  non-productive  contro- 
versy and  to  light  the  way  for  team  work  for 
quality  patient  care,  medical  education  and  re- 
search. The  new  governing  body,  with  its  well 
qualified  and  more  broadly  representative  or- 
ganization with  them  deserve  and  should  expect 
the  support  and  assistance  of  organized  medi- 
cine. 

John  R.  Green,  M.D. 
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WHO  LISTENS? 


PHILIP  E.  DEW,  M.D. 
PRESIDENT 


And  there’s  the  one  about  the  exhausted,  dis- 
heveled psychiatrist  who  asks  his  debonair,  cool 
and  relaxed  associate  at  the  end  of  a busy  day: 
“How  can  you  listen  to  people’s  troubles  all  day 
long  and  stay  so  calm  and  relaxed?”  To  which 
his  friend  replys:  “Who  listens?” 

The  other  day  I had  a fifteen  year  old  illegiti- 
mately pregnant  teenage  girl  in  my  office.  Her 
mother  had  told  me  of  the  virtues  of  the  sex 
education  class  she  had  in  high  school.  When  I 
asked  the  girl  alone  how  this  happened  in  the 
face  of  all  that  knowledge,  she  answered,  “I 
didn’t  pay  attention.” 

These  are  anecdotal  illustrations  of  a problem 
common  to  all  of  us.  It  also  extends  to  the  writ- 
ten word  exemplified  by  the  four  Marx  brothers’ 
movie  “Out  West”  where  one  Marx  brother  says, 
“I  know  it’s  private  so  I’ll  read  it  but  I won’t 
listen.”  Sometimes  it  seems  we  all  do  that. 

Periodically  the  subject  of  the  value  of  ArMA 
and  AMA  to  the  individual  physician  is  raised. 
Once  in  a while,  somebody  says  that  the  county 
medical  society  could  go  it  alone  and  doesn’t 
really  need  the  state  or  national  organization. 
Occasionally  this  even  comes  from  somebody 
high  up  in  a foundation  or  county  medical  so- 
ciety. Hence,  an  illustration  of  what  AMA  and 
ArMA  sometimes  do  to  help  even  the  biggest 
of  the  county  medical  societies. 

In  recent  years  there  has  been  serious  dispute 
between  the  medical  staff  of  St.  Joseph’s  Hos- 
pital in  Phoenix  and  its  administration  and  its 
governing  board.  Without  going  into  all  the  de- 
tails, it  is  apparently  a very  basic  struggle  which 
has  at  its  core  a belief  on  the  part  of  the  ad- 
ministration and  the  governing  board  that  the 
medical  staff  should  not  govern  itself  and  that 
all  decisions  relative  to  that  community  facility 
and  the  care  in  it  should  be  made  by  other  than 
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the  usual  democratic  processes  of  the  medical 
staff.  Without  going  into  the  pros  and  cons  of 
the  Darling  Case  and  other  legal  aspects  of  this, 
it  is  apparent  that  there  is  a similar  problem  in 
at  least  two  other  hospitals  in  the  United  States: 
one  in  Chicago  and  one  in  South  Dakota.  Our 
AMA  Delegation  spent  great  time  and  effort  in 
helping  pass  a resolution  before  the  AMA  House 
of  Delegates  this  June  which  addressed  itself 
to  this  problem.  The  Arizona  Medical  Associa- 
tion concurred  in  that  resolution  at  its  recent 
Board  of  Directors  Meeting.  We  also  agreed  to 
send  our  AMA  Delegate,  who  is  also  active  in 
the  St.  Joseph’s  Hospital  problem  in  Phoenix, 
before  the  Judicial  Council  of  the  AMA  to  pre- 
sent this  problem.  You  may  ask,  “So  what?” 

The  AMA  Resolution  as  finally  passed  read 
as  follows: 

Resolved,  That  the  American  Medical  Asso- 
ciation declares  that  any  proposal  or  arrangement 
between  a hospital  board  of  trustees  and  its 
medical  staff  that  conflicts  with  the  AMA  prin- 
ciples of  Medical  Ethics  is  improper;  and  be  it 
further 

Resolved,  That  unilateral  changes  in  medical 
staff  bylaws  by  hospital  boards  of  trustees  is  also 
improper;  and  be  it  further 

Resolved,  That  the  AMA  suggest  that  the  fol- 
lowing preamble  be  included  in  all  medical 
staff  bylaws: 

The  hospital  and  the  medical  staff  have  a 
duty  to  cooperate  in  their  mutual  responsibility 
of  assuring  high  quality  patient  care  standards 
within  the  hospital.  Only  physicians  can  prac- 
tive  medicine  under  the  laws  of  the  state.  In 
those  areas  in  which  medical  judgment  and  the 
evaluation  of  professional  competence  are  in- 
volved, the  hospital  has  a duty  to  rely  upon  the 
judgments  and  recommendations  of  the  medi- 


cal staff,  to  cooperate  and  to  provide  needed 
assistance  with  full  understanding  that  the  pri- 
mary responsibility  is  that  of  the  medical  staff. 

The  above  resolution  was  arrived  after  some 
three  hours  of  deliberation  by  the  resolution 
committee  involved.  The  outcome  was  worded 
very  carefully  inasmuch  as  the  use  of  words 
such  as  “unethical”  carried  with  them  legal 
connotation.  These  are  areas  where  the  ordinary 
medical  society  often  flounders  and  is  inept.  The 
AMA  with  its  expertise  and  its  vast  resources 
can  handle  this  sort  of  resolution  in  such  a 
fashion  as  to  achieve  its  aims  without  imperil- 
ing our  positions. 

So  then  why  the  Judicial  Council?  It  is  just 
possible  that  the  Judicial  Council  of  the  AMA 
might  find  practicing  at  a hospital  that  violates 
these  criteria  as  unethical.  It  is  then  possible 
that  a physician  who  practices  there  and  is 
therefore  unethical  could  be  brought  before  the 
Board  of  Medical  Examiners  for  unethical  con- 
duct, which,  according  to  the  law,  could  result 
in  removal  of  his  license.  In  other  words,  by  do- 
ing things  properly  with  the  correct  research 
and  phraseology,  it  may  be  possible  to  contribute 
materially  to  the  solution  of  a prolonged  and 
difficult  problem. 

Such  things  are  not  unique.  They  are  often 
reported  in  the  minutes  of  the  deliberations  of 
committees  of  ArMA  in  Arizona  Medicine.  They 
are  often  explained  in  medical  memos. 

Who  needs  ArMA  and  the  AMA?  We  all  need 
each  other.  The  county,  the  state  and  the  AMA 
each  has  an  important  job  to  do  and  each  is  de- 
pendent upon  the  other. 

Who  listens?  Who  pays  attention?  Well,  if 
you  don’t,  you  probably  don’t  understand  the 
problem  until  it  bulges  out  of  all  proportion 
and  goes  past  simple  remedy. 
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CONTINUING  EDUCATION  IN  PULMONARY  DISEASES 


Well-trained  physicians,  nurses,  and  allied 
health  personnel  involved  in  providing  direct 
patient  health  care  constitute  a national  resource 
and  imply  a public  responsibility  for  providing 
programs  of  postgraduate  continuing  education. 
To  increase  availability  of  medical  care,  Amer- 
ican medical  schools  increased  their  enrollments 
in  recent  years  by  approximately  25%.  Yet,  our 
centers  of  medical  education  have  not  increased 
their  efforts,  correspondingly,  to  upgrade  the 
quality  of  those  already  providing  patient  care. 
Although  sixty  years  have  passed  since  the  Flex- 
ner  Report  generated  a revolution  in  medical 
education,  we  still  face  the  problem  of  narrow- 
ing the  gap  between  what  is  known  and  what  is 
being  learned  and  implemented  in  daily  medical 
practice. 

From  the  beginning,  the  College  of  Medicine 
acknowledged  and  accepted  a responsibility  for 
postgraduate  continuing  education  of  Arizona 
physicians.  We  are  firmly  committed  to  continue 
existing  functional  programs  and  to  develop  new 
ones  as  the  availability  of  resources  will  permit. 
The  oldest,  best  established  and  most  widely 
dispersed  continuing  education  program  is  some- 


what unique  in  approach.  It  has  been  conducted 
by  the  Section  of  Pulmonary  Diseases  for  over 
three  years  and  may  serve  as  a model  for  pro- 
grams initiated  in  other  specialty  areas. 

Originally  the  program  was  implemented  with 
federal  funds,  but  is  now  supported  by  volun- 
tary agency  resources.  Patient-oriented  teaching 
consultations  and  practical  demonstrations  were 
the  main  educational  fare,  supplemented  by 
other  pragmatic  techniques  and  appropriate 
basic  science  information.  The  objective  is  to 
bring  to  the  community  hospital  bed  a more 
intimate  relationship  with  the  University  Hos- 
pital teaching  bed.  The  stultifying  and  anesthetic 
effect  of  the  formal  lecture  method  is  minim- 
ally employed.  Specific  elements  of  the  program 
that  have  proved  most  effective  are: 

1.  Regular  teaching  consultation  visits  by 
physicians  and  nurse  clinicians  to  individual 
hospitals,  with  patient-centered  educational  dis- 
cusisons. 

2.  Demonstration  and  discussion  of  respiratory 
therapy  techniques  by  a nurse  clinician  at  indi- 
vidual hospitals. 

3.  Review  of  pulmonary  laboratory  equipment 
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at  each  hospital  by  a laboratory  expert,  with  sug- 
gestions for  updating  equipment  and  technical 
personnel. 

4.  Individualized  preceptor-type  training  for 
physicians,  nurses,  and  laboratory  personnel  for 
one  day  or  more,  conducted  on  wards  or  in  lab- 
oratories at  the  University  Hospital  or  the 
V.A.  Hospital  in  Tucson. 

Substantial  emphasis  on  respiratory  diseases  is 
indicated  in  Arizona.  They  are  increasingly  pre- 
valent as  a product  of  the  “in-migration”  of  pa- 
tients seeking  the  reputed  healing  environment 
of  our  climate.  Active  patient  care  programs  are 
available  in  the  larger  urban  centers,  but  smaller 
communities  need  improved  laboratory  facilities 
and  professional  capabilities  if  they  are  to  pro- 
vide broader  geographic  access  to  adequate 
health  services.  Our  program  has  been  widely 
distributed  in  fifty-three  Arizona  hospitals.  Dur- 
ing the  past  year,  a laboratory  teaching  and  con- 
sulting service  was  begun  to  promote  accurate 
operation  of  equipment.  The  thirty-one  labora- 
tories that  possessed  blood  gas  analysis  and  spir- 
ometry apparatus  were  visited  at  least  once. 
Respiratory  therapy  techniques  were  taught  to 
nurses  and  allied  health  personnel  at  twenty 
small  hospitals  unable  to  support  a full-time 
therapist.  Where  appropriate,  in-house,  individ- 


ualized instruction  was  provided  on  the  wards 
and  laboratories  at  the  University  Hospital  and 
other  centers.  The  personnel  at  several  hospitals 
have  become  self-sufficient,  while  others  re- 
quire additional  educational  aid. 

The  success  of  continuing  education  programs 
should  be  evident  in  greater  capability  on  the 
part  of  professional  personnel.  This,  in  turn, 
should  be  reflected  in  better  patient  care.  Ob- 
jective evaluation  is  difficult.  However,  some 
measure  of  the  program’s  effectiveness  may  be 
inferred  from  a subsequent  self-assertion  of  pro- 
fessional personnel;  from  the  professed  improve- 
ment in  reliability  of  laboratory  data;  and  from 
the  installation  and  competent  operation  of 
equipment,  where  none  existed  previously.  These 
indications  have  been  observed  by  participants 
in  the  program.  Seven  new  laboratory  installa- 
tions were  noted. 

The  apparent  success  of  the  program  in  pul- 
monary diseases  strongly  suggests  the  desirabil- 
ity of  adopting  its  pattern  for  other  specialty 
areas.  The  College  of  Medicine  is  sensitive  to 
its  responsibility  for  providing  excellent  pro- 
grams of  continuing  physician  education.  Its 
faculty  is  more  than  willing  to  serve,  working 
toward  the  ultimate  objective  of  better  patient 
care  throughout  the  state. 
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Topics  Of  ^ 
Current 

Medical  Interest  J 


OPERATION  ARROWHEAD 

TED  DE  GRAZIA 


Introduction 

I have  been  encouraged  to  report  the  follow- 
ing as  it  apparently  represents  the  first  recorded 
thoracic  surgical  procedure  performed  in  the 
Western  Hemisphere.* 

The  Surgeon 

Cabeza  de  Vaca  (full  name  Alvar  Nunez 
Cabeza  de  Vaca)  performed  the  operation  to 
be  described  herein.  The  acquisition  of  his  most 
unusual  name  bears  recounting.  The  legend  of 
the  name  goes  back  to  the  reconquest  of  Spain, 
when  the  Christians  were  forcing  the  Moors 
south.  At  the  Sierra  Morena,  north  of  Seville, 
the  Moors  held  a path  where  the  Christians 
would  have  lost  the  battle,  had  it  not  been  for 
de  Vaca’s  ancestor,  Martin  Alhaja,  a shepherd. 
He,  knowing  of  another  path  through  the  moun- 
tain, marked  it  with  the  skull  of  a cow.  Then  he 
went  to  tell  the  Christians.  The  battle  was  an 
important  and  decisive  one.  It  gave  the  Chris- 
tians victory.  They  were  so  rejoiced  over  this  vic- 
tory that  the  shepherd’s  name  was  changed  from 
Alhaja  to  Cabeza  de  Vaca  — that  is,  the  head 
of  the  cow. 

The  Operation 

In  the  year  1535,  near  the  Gila  River  in  Ari- 
zona, as  we  went  through  the  land  we  talked  to 
the  Indians  about  Jesus  Christ  who  is  in  heaven, 
and  how  he  suffered  for  us.  We  made  crosses 


and  told  them  that  Tata  Dios  was  crucified  on 
it  and  that  the  thorns  made  him  bleed.  We 
taught  them  how  to  make  the  sign  of  the  cross 
and  how  to  pray.  We  also  told  them  to  put  their 
faith  in  the  Lord.  One  day  they  brought  a man 
who  had  been  shot  with  an  arrow  through  the 
back,  on  the  left  side.  When  they  tried  to  pull 
the  arrow  out,  the  shaft  broke,  but  the  arrow- 
head was  still  there.  Although  this  happened 
some  time  back,  the  man  could  still  feel  the 
point  of  the  arrowhead.  We  prayed  and  asked 
the  Lord  to  help  him.  Then  with  a flintstone 
knife  I made  a large,  deep  cut  on  his  breast 
below  the  heart.  I cut  deeper  and  deeper.  A 
large  arrowhead  was  stuck  in  the  rib  carriage. 
I stitched  the  cut. 

The  arrowhead  was  passed  around  for  all  to 
see.  Then  it  was  taken  to  other  Indians  to  see. 
With  it  spread  our  fame.  Because  of  the  opera- 
tion, the  Indians  danced  all  night.  When  the 
man  recovered,  I removed  the  stitches.  Now  we 
were  ready  to  follow  the  sun  west,  by  way  of 
north. 

FINIS 

“Dermont  W.  Melick,  M.D.,  a surgeon  with  experience  in 
this  field,  tells  me  it  is  his  considered  opinion  there  is  no  earlier 
recorded  operation. 
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STATEMENT  ON  VENEREAL  DISEASES 

AMERICAN  MEDICAL  ASSOCIATION 


Gonorrhea  ranks  first  ( excluding  influenza ) 
and  syphilis  third  among  the  reportable  diseases 
in  the  United  States.  During  1972,  there  were 
767,215  gonorrhea  cases  reported,  14.5%  higher 
nationally  than  the  previous  year  and  more  than 
double  the  number  reported  in  1965.  Increases 
have  occurred  in  all  parts  of  the  nation  and  in  all 
age  and  sex  groups,  but  the  largest  concentra- 
tion of  cases  is  in  the  15-24  year  age  group. 
Allowance  for  both  under  reporting  and  failure 
to  diagnose  all  cases  as  they  occur  suggests  that 
the  actual  occurrence  of  gonorrhea  infection 
last  year  was  about  2.5  million. 

The  Center  for  Disease  Control  estimates  that 
the  reservoir  of  gonorrhea  includes  6 to  800,000 
females  and  about  100,000  males  that  are  asymp- 
tomatic. To  help  reduce  this  reservoir  of  silent 
carriers,  most  states  have  implemented  gonor- 
rhea screening  programs  for  females.  The  Center 
for  Disease  Control  reports  that  from  July  1972 
to  March  1973  there  were  3,117,022  females 
screened  and  158,604  (5.1%)  had  a positive 
test  for  gonorrhea.  Of  664,110  females  tested  in 
private  physician  offices  throughout  the  nation, 
2.5%  had  a positive  culture  for  gonorrhea.  The 
Council  urges  medical  societies  to  promote  gon- 
orrhea culture  screening  among  females. 

During  1972,  syphilis  morbidity  (all  stages) 
exceeded  91,000  reported  cases.  The  number  of 


congenital  syphilitics  under  one  year  of  age 
numbered  383  in  1972.  Reported  cases  of  pri- 
mary and  secondary  syphilis  ( the  infectious 
stages)  numbered  24,429,  up  3%  from  the  pre- 
vious year,  with  an  estimated  85,000  cases  oc- 
curring annually.  Because  large  numbers  have 
escaped  detection  over  the  years,  it  is  esti- 
mated that  if  every  person  in  the  United  States 
could  be  tested  for  syphilis  today,  about  V2  mil- 
lion previously  untreated  cases  would  be  found. 

An  important  procedure  used  to  identify  per- 
sons infected  with  syphilis  or  gonorrhea  is  lab- 
oratory reporting  to  public  health  authorities  of 
those  persons  who  have  a positive  test  for  either. 
The  patient  is  contacted  through  his  own  phy- 
sician for  diagnosis  and  treatment  if  necessary. 
The  following  states  do  not  have  laws  or  health 
department  regulations  that  require  laboratories 
to  report  persons  with  positive  VD  tests  to  health 
authorities:  Alaska,  Idaho,  Indiana,  Louisiana, 
Maine,  Massachusetts,  North  Dakota,  South  Da- 
kota and  Washington.  Experience  has  shown 
that  many  laboratories  refuse  to  report  persons 
with  a positive  test  for  venereal  disease  to  the 
health  department  until  it  is  required  by  law  or 
regulation.  The  Council  recommends  that  medi- 
cal societies  in  these  states  take  appropriate 
action  for  the  enactment  of  laws  or  regulations 
that  require  laboratories  to  report  the  positive 
venereal  tests. 
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With  the  exception  of  Wisconsin,  all  the  states 
now  have  laws  or  regulations  permitting  the 
treatment  of  minors  for  venereal  disease  without 
parental  consent.  It  is  believed,  however,  that 
some  of  the  states’  laws  and  regulations  are  so 
worded  to  make  them  inadequate.  Also,  some 
of  the  states  might  improve  their  laws  by  broad- 
ening the  age  group  definition  of  minors. 

Physicians  in  private  practice  treat  approxi- 
mately 80%  of  the  syphilis  and  gonorrhea  that 
comes  to  diagnosis  but  report  to  public  health 
departments  only  one  out  of  every  eight  cases 
of  syphilis  and  one  out  of  every  nine  cases  of 
gonorrhea  they  treat.  Physicians  should  assist 
public  health  departments  by  reporting  the  ven- 
ereal disease  cases  they  treat.  Medical  societies 
are  urged  to  cooperate  and  give  broad  support 
to  public  health  authorities.  Much  effort  must 
still  be  made  by  health  departments  and  medi- 
cal societies  to  foster  mutual  trust  so  that  public 
and  private  medicine  can  work  effectively  for 
the  control  of  both  syphilis  and  gonorrhea.  Most 
state  and  some  local  health  departments  have  ve- 
nereal disease  interviewer-investigators  who  can 
work  confidentially  with  the  patient  and  his  con- 
tacts to  determine  the  source  and  spread  of  his 
infection.  The  Council  urges  the  physician  to 
utilize  the  services  of  these  trained  investigators. 


Adequate  therapy  of  venereal  disease,  using 
the  right  forms  and  dosages  of  antibiotics,  is  es- 
sential. Neisseria  gonococci  has  shown  the  abil- 
ity to  develop  resistance  to  penicillin  to  the  point 
where  the  recommended  dosage  now  is  4.8 
million  units  of  Aqueus  procaine  penicillin  for 
the  treatment  of  gonorrhea  in  both  males  and 
females.  It  is  anticipated  that  additional  changes 
in  treatment  may  have  to  be  made  from  time  to 
time  as  increasing  resistance  becomes  a prob- 
lem or  more  effective  antibiotics  are  discovered. 
For  this  reason  the  Council  urges  that  medical 
societies  impress  upon  their  members  the  need 
for  keeping  abreast  of  changes  in  the  recom- 
mended therapy  of  the  venereal  diseases. 

The  Council  encourages  the  publication  of 
more  articles  in  professional  journals  on  venereal 
disease  and  its  control  for  the  guidance  of  the 
profession.  Medical  societies  are  asked  to  sup- 
port education  of  parents  and  the  public  through 
more  extensive  and  imaginative  use  of  all  avail- 
able media  and  through  school  curriculum. 

The  Council  urges  medical  societies  to  ac- 
quaint their  membership  with  the  growing  and 
alarming  dimensions  of  the  venereal  disease 
problem.  Physicians  should  take  all  appropriate 
measures  to  reverse  the  rise  in  venereal  disease 
and  bring  it  under  control. 
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ArMA 

Medical  History 


EARLY  USE  OF  X-RAY 
BY  THE  MILITARY 


DRY  GULCH  JAKE 


As  ponderous  as  the  Military  may  be  in  the 
design  and  implementation  of  new  methods  the 
Army  did  catch  on  rather  quickly  about  the 
use  of  X-ray  and  used  it  to  advantage  during 
the  Spanish-American  War  in  1898. 

Roentgen  had  first  observed  the  phenomenon 
in  December  1895,  and  by  January  1896  had 
published  his  findings. 

“In  all,  17  apparatus  were  available  during 
the  war,  of  which  5 were  static  and  12  were  coil 
machines.  These  apparatus  proved  to  be  not  only 
invaluable  aides  in  military  medicine,  but  the 
use  of  the  two  types,  coil  and  static,  gave  an 
opportunity  for  comparison  of  these  two  meth- 
ods for  producing  the  Roentgen  ray  as  adapted 
to  the  needs  and  environments  of  military  hos- 
pitals.”1 

The  length  of  exposure  was  a definite  disad- 
vantage and  this  report  of  the  Army  concerning 
their  Spanish-American  War  experiences  recom- 
mends: 

Forearm  and  hand  — 1 to  2 minutes 

Shoulder  and  chest  — 10  minutes 

Knee  — 9 minutes 

Hip  joint,  head  and  pelvis  — 20  minutes. 

Now  these  1 to  20  minute  times  are  expo- 
sure times  and  when  the  modern  Technologist 
shudders  at  anything  as  long  as  a second  expo- 
sure, I suppose  he  would  indeed  faint  and  fall 
in  it  if  you  told  him  it  would  take  from  1 to  20 
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minutes  for  an  exposure. 

So  the  apparatus  was  primitive  but  very  sim- 
ple by  present  day  standards  see  figure  1. 


Figure  1 

The  Edison  Battery  Apparatus. 


The  emulsion  was  more  or  less  made  on  the 
spot  and  applied  to  glass  plates  and  the  author 
of  this  report  to  the  Surgeon  General  dwells 
on  this  quite  a bit  and  states  that  you  have  to 
make  the  emulsion  very  thick  in  relation  to 
what  was  usually  accustomed  to  be  used  in  the 
usual  photographic  work.  Thick  emulsion  was  his 
plea. 

This  report  also  gives  some  reproductions 
of  the  original  Roentgenograms  and  consider- 
ing the  time  and  place  they  show  good  detail. 
These  cases  were  reported  along  with  the  clin- 
ical findings  and  in  some  instances  photographs 
of  the  patient  himself,  for  instance  John  Gretzer, 
Jr.  Private,  Company  D,  First  Nebraska  Volun- 
teers. Figure  2 shows  a lateral  view  of  his  skull. 
Figure  3 shows  Private  John  himself.  He  was 
not  operated  for  this  and  it  states  that,  “after- 
wards the  patient  entered  the  mail  service  and 
returned  to  Manilla  on  duty.”  This  apparently 
was  within  a year  after  his  original  injury. 

The  principal  use  of  the  early  X-ray  plates 
was  to  find  foreign  bodies  and  to  assess  bone 
damage. 

It  was  also  recognized  that  Roentgen  ray 
burns  could  be  produced  by  prolonged  expo- 
sure with  tubes  which  “were  not  working  prop- 
erly.” This  report  describes  two  Roentgen  ray 
burns  had  been  reported  as  a result  of  the  use 
of  the  Roentgen  ray  apparatus  during  the  Span- 
ish-American  War.  One  burn  was  produced  by 
coil  and  one  by  static  machine.  In  each  case 
exposure  was  prolonged  and  frequently  repeated. 


Figure  2 

John  Gretzer,  Jr.,  Private,  Company  D,  First  Nebraska 
Volunteers.  Radiograph  of  Head  viewed  from  the  left 
side,  showing  Mauser  bullet  lodged  in  the  brain. 


Figure  3 

Private  John  Gretzer,  Jr.,  Company  D,  First  Nebraska 
Volunteer  Infantry,  taken  five  months  after  receipt  of 
injury.  Scar  of  wound  of  entrance  above  left  eye. 
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when  the  appartus  was  not  working  in  its  maxi- 
mum. The  first  case,  Thomas  McKenna,  dis- 
charged soldier,  formerly  Private,  Company  C 
6th  U.  S.  Infantry  had  received  a gunshot  frac- 
ture of  the  upper  third  of  the  right  humerus 
during  the  Santigo  Campaign  for  which  an  ex- 
cision of  the  upper  part  of  the  humerous  was 
made. 

“December  5,  1898  an  attempt  was  made  to 
radiograph  the  shoulder  in  order  to  ascertain 
the  condition  of  the  bone.  An  exposure  of  20 
minutes  was  made,  with  the  tube  10  inches  from 
the  shoulder.  The  result  was  so  unsuccessful  that 
a second  and  third  trial  on  successive  days  was 
made,  but  the  tube  was  working  so  poorly  that 
no  satisfactory  radiograph  was  obtained.  Six 
days  after  the  last  exposure  slight  redness  of 
the  skin  appeared  in  the  front  of  the  chest  and 
shoulder.  These  broke  into  ulcers,  there  was 
tissue  necrosis,  treatments  of  various  kinds  were 
tried  without  benefit,  but  healing  was  not  com- 
plete even  11  months  after  the  appearance  of  the 
first  injury.” 

There  is  a considerable  comparison  of  Civil 
War  and  Spanish-American  War  casualties,  for 
instance  the  mortality  from  head  wounds  was 
about  the  same,  28%  Civil  War;  26%,  Spanish- 
American  War;  Chest,  Civil  War  27.85%;  Span- 
ish-American War  11.6%  a reduction  there.  But 
on  the  whole  things  went  along  about  the  same, 
rather  dismal. 

So  with  the  apparatus  available,  and  only 
three  years  after  the  announcement  of  Roent- 
gen’s discovery,  and  of  course  what  he  really 


discovered  was  what  was  going  on  with  a crook’s 
tube  that  wasn’t  revealed  readily  to  the  eye, 
simply  because  he  left  some  photographic  film 
around  in  the  way  and  developed  it  and  sure 
enough  something  had  happened. 

There  is  a note  which  came  across  my  desk 
several  years  ago  describing  another  worker  who 
was  searching  for  bullets  during  the  S.-A.  War 
and  it  reads  as  follows:  “It  was  a surprise  in 
1896  when  Elizabeth  Fleischman  Ascheim  gave 
up  her  comfortable  job  as  a bookkeeper.  But  her 
brother-in-law’s  enthusiasm  for  the  newly  dis- 
covered Roentzen  rays  had  so  inspired  her,  that 
she  insisted  on  taking  a six  month’s  course  in 
electrical  science.  Upon  graduation  she  helped 
to  set  up  the  first  privately  owned  X-ray  Lab- 
oratory in  California.” 

“During  the  Spanish-American  War,  count- 
less war  casualties  were  brought  to  this  small 
laboratory,  where  Elizabeth  Ascheim  localized 
bullets  and  even  determined  the  extent  of  bone 
injuries.  Her  work  was  so  successful  that  it  con- 
vinced medical  men  of  the  value  of  X-ray  in 
military  surgery.  In  spite  of  repeated  warnings 
she  had  early  radiation  dermatitis  and  carcinoma 
which  lead  to  her  death  in  1905.”  Now  it  doesn’t 
say  just  where  this  laboratory  was  and  perhaps 
it  is  a little  over-enthusiastic  in  saying  that  this 
was  the  only  place  in  which  X-ray  was  demon- 
strated to  be  useful  to  the  Military.  The  Mili- 
tary apparently  had  something  of  their  own 
going  and  the  British  military  had  used  it  be- 
fore in  Turkey. 

1.  The  use  of  the  Roentgen  Ray  by  the  Medical  Dept.,  U.  S. 
Army  in  the  War  with  Spain.  Document  #729,  1900. 


ARIZONA  MEDICINE  £37 


In  Memoriam 

J 


KEITH  B.  KELLY,  M.D. 

1936-1973 

Although  a young  man,  Dr.  Keith  B.  Kelley, 
had  already  made  a name  for  himself  in  the 
medical  field  and  among  his  colleagues.  Dr. 
Kelley  began  his  medical  career  when  he  grad- 
uated with  a Doctor  of  Medicine  degree  from 
the  University  of  Kansas  School  of  Medicine  in 
1964.  He  served  a one-year  internship  at  Good 
Samaritan  in  Phoenix  during  the  same  year  also 
being  assistant  visiting  physician  in  Internal 
Medicine  at  the  Tulane  University  School  of 
Medicine,  Division  of  the  Medical  Staff  of  Char- 
ity Hospital  of  Louisiana,  New  Orleans,  Louisi- 
ana. Dr.  Kelley  then  served  his  residency  at 
Tulane  University  School  of  Medicine  in  New 
Orleans  from  1965  to  1966.  From  July  1966 
to  1969  Dr.  Kelley  had  a private  practice  in 
Kansas.  In  1969  he  became  assistant  medical  resi- 
dent at  the  Tucson  Medical  Center,  Tucson, 
Arizona,  where  in  July  1970  he  was  named  Chief 
Medical  Resident.  January  1971  to  July  1972  was 
spent  in  a fellowship  in  Cardiovascular  Disease 
at  the  University  of  Kansas  Medical  Center, 
Kansas  City,  Kansas.  An  NIH  Fellowship  follow- 


ed at  the  Hektoen  Institute  of  Congenital  Heart 
Disease  in  Chicago  in  June  1971. 

Dr.  Kelley  was  very  active  in  the  medical 
field,  especially  in  his  specialty  of  Cardiovascu- 
lar Disease.  Among  his  memberships  in  various 
organizations  are  American  College  of  Physi- 
cians, Associate  Fellow  American  College  of 
Chest  Physicians,  Associate  Fellow  American 
College  of  Cardiology,  Associate  Fellow  Amer- 
ican College  of  Angiology,  American  Heart  Asso- 
ciation, Mohave  County  Medical  Society,  Ari- 
zona Medical  Association,  American  Medical 
Association,  Arizona  Heart  Association.  He  was 
also  a member  of  MENSA  International,  an  asso- 
ciation of  persons  who  have  the  top  2 per  cent 
intelligence  in  the  world. 

Dr.  Kelley  was  associated  v/ith  Needles  Mu- 
nicipal Hospital,  Needles,  Ca.;  Mohave  General 
Hospital,  Kingman,  Az.;  Palo  Verde  Hospital, 
Blythe,  Ca.;  Parker  Community  Hospital,  Parker, 
Az.;  and  Lake  Havasu  Community  Hospital, 
Lake  Havasu  City,  Az.  where  he  was  instru- 
mental in  setting  up  the  Coronary  Care  Unit. 

Dr.  Kelley  attended  Wentworth  Military  Aca- 
demy, Lexington,  Missouri,  from  1952  to  1954 
and  served  his  country  in  the  United  States 
Marine  Corps  from  1954  to  1957. 

Among  his  credits  he  was  the  author  of  “New 
Electrocardiographic  Criteria  for  the  Diagnosis 
of  Right  Ventricular  Hypertrophy”  presented  be- 
fore the  Kansas  Annual  Regional  Meeting  of  the 
American  College  of  Physicians  in  February 
1970;  the  annual  Kansas/Oklahoma/ Arkansas 
Cardiology  Symposium  in  May  1972  and  the 
Arizona  Annual  Regional  Meeting  of  the  Amer- 
ican College  of  Physicians  in  November  1972. 

Dr.  Kelley’s  untimely  death  will  be  felt  by 
many  in  this  outlying  area  as  he  brought  sophis- 
ticated cardiovascular  care  to  many  who  lived 
too  far  to  be  able  to  have  such  sophisticated 
cardiovascular  care  readily  available.  As  a “fly- 
ing physician”  he  served  patients  several  hun- 
dreds of  miles  from  his  home  and  practice.  He 
was  dedicated  to  his  specialty  and  nothing  was 
left  undone  to  help  those  in  his  care.  Keith 
Kelley,  M.D.  will  be  remembered  fondly  by 
those  who  worked  with  him  and  those  who  re- 
ceived the  excellent  care  and  treatment  rendered 
by  such  an  unselfish  humanitarian. 
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ArMA  Reports 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 


AD  HOC  COMMITTEE  ON  MATERNAL 
& CHILD  CARE 

The  meeting  of  the  Ad  Hoc  Committee  on  Maternal 
& Child  Care  of  the  Arizona  Medical  Association  held 
at  810  West  Bethany  Home  Road,  Phoenix,  Arizona,  on 
June  20,  1973,  convened  at  7:41  p.m.,  Raymond  J.  Jen- 
nett,  M.D.,  Chairman,  presiding. 

PURPOSES  & OBJECTIVES 

Dr.  Jennett  reviewed  briefly  the  origin,  purpose  and 
objectives  of  the  committee.  Dr.  Belton  P.  Meyer  re- 
viewed the  mechanism  and  role  of  Maternal  and  Child 
Care  Committees  at  the  national  level  as  follows: 

The  American  Medical  Association  has  a recognized 
interest  in  promoting  improved  maternal  and  child 
health.  This  has  been  expressed  in  the  AMA  Statement 
on  Infant  Mortality  in  the  United  States,  in  1968;  in 
its  support  of  the  White  House  Conference  on  Chil- 
dren; and  its  sponsorship  of  the  Quality  of  Life  Con- 
gress held  in  Chicago  in  1971. 

In  1971,  at  the  Annual  Convention  in  Atlantic  City, 
the  House  of  Delegates  adopted  statements  on  Teen- 
age Pregnancy  and  Centralized  Community  or  Reg- 
ionalized Perinatal  Intensive  Care,  demonstrating 
AMA’s  determination  that  the  medical  needs  of  re- 
sponsible parentahood  across  the  wide  range  of  hu- 
man experience  will  be  met. 

Currently,  the  AMA  is  contributing  to  establish- 
ment of  guidelines  to  implement  these  commitments, 
through  the  AMA  Committee  on  Maternal  and  Child 
Care,  in  sponsoring  the  task  forces  of  the  Ad  Hoc 
Committee  on  Perinatal  Health,  jointly  with  the  spe- 
cialty societies  of  the  American  College  of  Gynecology, 
the  American  Academy  of  Pediatricians,  and  the 
American  Academy  of  Family  Physicians,  with  the  as- 


sistance and  support  of  the  National  Foundation  — 
March  of  Dimes. 

These  activities  of  the  AMA  in  maternal  and  child 
health  have  resulted  from  leadership  initiated  by  a 
strengthened  AMA  Committee  on  Maternal  and  Child 
Care. 

To  implement  these  commitments  locally,  especial- 
ly to  respond  in  a timely  way  to  the  guidelines  pro- 
vided by  the  National  Perinatal  Health  Committee,  as 
well  as  other  demonstrated  methods  of  improving 
maternal  and  child  health,  local  committees  on  ma- 
ternal and  child  care  should  be  established,  to  guide 
and  coordinate  the  local  society’s  efforts  toward  the 
activation  of  these  and  other  policies  which  may  be 
evolved  from  the  work  of  the  committee  itself. 

Local  action  in  maternal  and  child  care  at  any  level 
of  geographic  or  political  division  will  depend  upon 
the  establishment  of  a close  working  relationship  be- 
tween the  component  governmental  agency  for  ma- 
ternal and  child  health  and  the  corresponding  medical 
society.  The  medical  society  will  coordinate  and  sup- 
port the  efforts  of  the  various  cognizant  professional 
groups  through  its  maternal  and  child  care  committee. 
THE  COMMITTEE 

Each  State  Medical  Association  should  establish  a 
Committee  on  Maternal  and  Child  Health.  For  maxi- 
mum effectiveness  and  ideal  communication  with  the 
Medical  Association  at  the  state  level,  it  is  strongly 
urged  that  the  State  Committee  on  Maternal  and  Child 
Care  be  established  as  a free-standing  committee  re- 
porting directly  to  the  Board  of  Directors  of  the  State 
Medical  Association.  Although,  in  many  states,  simi- 
lar committees  in  geographic  or  political  subdivisions 
will  be  necessary  to  effectively  fulfill  the  purposes  of 
such  committees,  the  state  committee  should  serve  as 
the  coordinating  body.  An  effective  committee  should 
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consist  of  physicians  who  are  directly  concerned  and 
responsible  for  maternal  and  child  care  in  the  state, 
district,  county,  or  organizational  area.  Common  char- 
acteristics in  every  such  unit  will  be  a medical  society 
and  a public  health  component  having  interest  in  and 
responsibility  for  maternal  and  child  health.  The  com- 
mittee should  be  headed  by  a physician  involved  in 
maternal  and  child  care,  usually  appointed  by  the 
President  of  the  Medical  Society.  The  committee 
should  be  small  enough  to  be  manageable  and  effi- 
cient, and  large  enough  to  accommodate  at  least  one 
representative  from  each  of  the  several  interested  dis- 
ciplines: family  practice,  obstetrics  and  gynecology, 
periatrics,  public  health  and  preventive  medicine  (who 
should  be  the  Director  of  Maternal  and  Child  Health 
of  the  component  Health  Department).  Related  disci- 
plines of  anesthesiology,  pathology  and  periatric  surg- 
ery may  be  considered.  A liaison  member  from  the 
corresponding  nursing  organization  should  also  be 
considered.  Where  there  are  osteopathic  physicians, 
there  should  be  an  osteopathic  representative. 

Representatives  of  these  disciplines  should  be  pro- 
posed by  the  presidents  of  their  respective  professional 
societies. 

An  effort  should  be  made  to  provide  a balance  with- 
in the  committee  of  academic  and  practice,  urban  and 
rural  perspectives. 

Consultants  should  be  freely  utilized  from  related 
fields  of  hospital  administration,  social  sendee,  para- 
medical and  ancillary  professions,  nutritionists,  bio- 
medical and  industrial  systems  engineering  and  com- 
puter science,  consumer  groups,  and  voluntary  organi- 
zations having  an  interest  in  maternal  and  child  health. 
CHARGE  TO  THE  COMMITTEE 

The  committee  should  seek  to  establish  itself  as  the 
primary  medical  authority  on  maternal  and  child  care 
in  the  region.  The  work  of  the  committee  should  pro- 
ceed by  four  general  steps. 

1.  Discovery  and  delineation  of  problems; 

2.  Assessment  of  resources; 

3.  Formulation  and  recommendation  of  solutions; 

4.  Implementation. 

The  committee  should  determine  what  maternal  and 
child  care  programs  are  already  operating  in  its  or- 
ganizational area  and  how  well  they  are  functioning. 
Virtually  every  level  of  government  (federal,  state, 
county  and  city)  appropriates  money  each  year  for  a 
variety  of  maternal  and  child  care  programs.  The  fed- 
eral government  alone  has  more  than  300  different 
projects  currently  operating  on  a nationwide  basis. 
Many  of  these  programs  will  be  discovered  in  unex- 
pected places,  e.g.,  the  Department  of  Agriculture. 
The  committee  should  vigorously  investigate  and  col- 
late these  programs  into  an  effective  and  coordinated 
community  program  for  maternal  and  child  care.  The 
committee  should  coordinate  existing  programs  and 
provide  a forum  in  which  program  directors  can  meet. 
The  committee  should  evaluate  which  programs  have 
been  effective  or  have  not  worked,  and  should  take 
leadership  in  the  expansion  and  development  of  effec- 
tive programs  for  delivering  services  in  locations  found 
to  be  deficient. 

Roth  for  assessment  of  resources  and  implementation 
of  programs,  the  committee  on  maternal  and  child 


care  should  maintain  close  liaison  with  the  component 
governmental  maternal  and  child  health  agency,  and 
with  law-makers.  A state  maternal  and  child  care  com- 
mittee should  have  a liaison  member  on  the  legislative 
committee  of  the  State  Medical  Association.  It  should 
develop  and  maintain  lists  of  key  legislators  who  have 
committee  assignments  or  special  interest  in  health  and 
welfare,  appropriations,  and  other  areas  associated 
with  health  care  legislation.  It  is  useful  to  prepare  a 
list  of  practitioners  to  whom  these  legislators  are 
likely  to  refer  for  information  and  consultation  on 
health  care  matters. 

Representative  programs  for  which  state  committees 
on  maternal  and  child  care  or  related  component  so- 
cieties in  various  regions  have  been  primarily  respon- 
sible or  had  major  input  in  the  past  include: 

— Establishment  of  state  wide  premarital  and  prenatal 
testing  for  rubella  susceptibility,  Rh  negative  status, 
and  late  retesting  for  syphilis  seroconversion; 

— School  screening  for  B-hemolytic  streptococcus  car- 
riers; 

— Devising  state  vital  statistics  birth  certificate-death 
certificate  linkage; 

— Statewide  compresensive  perinatal  mortality  studies; 

— Establishment  of  regional  newborn  intensive  care 
and  transport  systems; 

— Mass  immunization  programs; 

— Teenage  pregnancy  school  programs; 

— Establishment  of  high-risk  pregnancy  registries; 

— Maternal  death  studies; 

— Establishment  of  child  abuse  registries; 

— Establishment  of  obstetric  and  pediatric  consultant 
programs  in  remote  areas; 

— Establishment  of  neighborhood  health  centers  in 
areas  lacking  health  care; 

— Numerous  maternal  and  infant  care,  children  and 
youth,  Head  Start,  Family  Planning,  and  hearing 
and  vision  conservation  programs. 

All  recommendations  should  be  reported  to  the  par- 
ent group:  The  State  Medical  Association.  A program 
must  have  general  support  to  ensure  its  success.  The 
committee’s  recommendations,  designed  to  produce 
improvement  in  maternal  and  child  care,  may  require 
changes  in  the  local  health  care  delivery  system;  the 
the  committee  must  be  willing  to  defend  its  recom- 
mendations and  work  forcefully  for  their  implemen- 
tation. Proposing  is  less  than  half  the  job.  As  previ- 
ously stated,  the  Committee  on  Maternal  and  Child 
Care  will  be  most  forceful  in  influencing  the  State 
Medical  Association  if  it  can  relate  directly  to  the 
Board  of  Directors. 

Closing  Comments  from  “Health  Highlights  from  the 
President’s  1974  Budget,”  published  in  Maternal  and 
Child  Health  Information,  by  H.E.W.: 

The  President  on  January  29  sent  his  Budget  Mes- 
sage to  the  Congress  for  Fiscal  Year  1974  setting  forth 
$21.7  billion  in  proposed  outlays  for  Federal  health 
programs,  amounting  to  8.1  percent  of  the  total 
Budget. 

“My  strategy  for  health  in  the  1970’s,”  the  President 
said,  “stresses  a new  Federal  role  and  basic  program 
reforms  to  assure  that  economical,  medically  appro- 
priate health  services  are  available  when  needed.  As 
major  elements  in  this  strategy,  the  1974  Budget  pro- 
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vides  for:  a proposal  for  national  health  insurance 
legislation;  increased  funding  for  cancer  and  heart 
disease  research,  initiation  of  a nationwide  system  of 
physician-sponsored  Professional  Standards  Review 
Organizations  to  assure  quality  and  appropriateness  of 
care;  reform  of  Medicaid  and  Medicare  to  reduce 
financial  binders  for  aged  and  disabled  patients  who 
experience  long  hospital  stays  and  to  improve  program 
management  and  increase  incentives  for  appropriate 
use  of  services;  and  increased  special  care  units  and 
continued  improvement  of  outpatient  and  extended 
care  benefits  for  veterans.” 

The  Budget  projects  into  1975  estimates  of  outlays 
by  functions  and  agency.  In  the  health  field,  die  $21.7 
billion  estimated  for  1974  would  increase  to  $25.2 
billion  for  1975,  the  Budget  states.  Proposed  outlays 
to  the  Department  of  Health,  Education  and  Welfare, 
an  estimated  $93.8  billion  for  1974,  would  be  $102.7 
billion  in  1975,  according  to  Budget  estimates. 

“These  projections,”  the  Budget  document  states, 
“demonstrate  that  we  can  afford  to  continue  worth- 
while ongoing  programs,  and  to  increase  spending  for 
the  most  important,  within  the  constraits  of  respon- 
sible fiscal  policy.  We  can  maintain  a strong  defense 
posture  and  yet  permit  high  priority  domestic  pro- 
grams to  grow.  To  make  this  possible,  however,  some 
relatively  ineffective  or  lower  priority  programs,  to- 
gether with  activities  where  private  or  State  and  local 
action  is  more  appropriate  than  Federal,  will  have  to 
be  cut  back  or  eliminated.” 

In  the  Health  Services  and  Mental  Health  Admin- 
istration, the  following  programs  are  cited  for  termina- 
tion: the  Hill-Burton  Program,  The  Community  Men- 
tal Health  Centers  Program,  and  the  Regional  Medical 
Program.  St.  Elizabeth’s  Hospital  is  to  be  transferred 
to  the  District  of  Columbia  and  contract  care  will  be 
arranged  instead  of  inpatient  care  in  PUS  marine 
hospitals.  The  provision  of  direct  health  services  to 
Indians  will  be  further  expanded. 

In  the  field  of  maternal  and  child  health,  the  Budg- 
et states:  “This  program  has  as  its  major  goal  the  pro- 
vision of  health  services  to  mothers  and  children. 
Through  assistance  to  States,  localities  and  nonprofit 
groups  it  directs  primary  attention  to:  (1)  reducing  in- 
fant mortality  and  otherwise  promoting  the  health  of 
mothers  and  children;  and  (2)  locating,  diagnosing  and 
treating  children  who  are  suffering  from  crippling  or 
handicapping  illnesses. 

“Formula  grants  are  made  to  States  for  maternal 
and  child  health  services  and  crippled  children’s  serv- 
ices. In  1974,  funds  previously  allocated  for  project 
grants  will  be  folded  into  the  State  formula  grants,  as 
specified  by  the  authorizing  legislation.” 

The  legislation  cited  in  the  Budget  is  included  in 
title  V of  the  Social  Security  Act,  and  provides  that, 
with  this  transition,  each  State  plan  for  maternal  and 
child  health  service  must  incorporate  a program  of 
projects  including  Maternity  and  Infant  Care,  Com- 
presensive  Health  Services  for  Preschool  and  School 
Age  Children,  Dental  Care,  Intensive  Care  for  New- 
born Infants  and  Family  Planning  (Note:  All  these 
special  projects,  with  the  exception  of  family  plan- 
ning, have  been  administered  by  the  Maternal  and 
Child  Health  Service). 


A breakdown  of  funds  projected  for  Maternal  and 
Child  Health  in  FY  1974  shows  $153,051,000  for  ma- 
ternal and  child  health  services  (an  increase  of  $92,- 

273.000  over  the  1973  estimate);  $64,900,000  for  serv- 
ices for  crippled  children  (the  same  as  in  1973);  $6,- 

035.000  for  research  and  $15,882,000  for  training  (the 
same  as  in  the  1973  estimates),  and  $4,340,000  in 
direct  operations. 

The  Budget  proposes  to  target  funds  for  health  man- 
power development  in  high  priority  areas,  including 
physicians,  dentists  and  in  areas  of  special  interest. 
“Efforts  will  continue,”  the  Budget  states,  “to  develop 
new  types  of  health  personnel,  to  improve  access  to 
health  professions  education  by  minorities  and  the  dis- 
advantaged, and  to  influence  the  geographic  distribu- 
tion of  physicians.  Scholarship  funds  for  medical  and 
dental  students  will  be  increased  to  meet  Federal  re- 
quirements for  physicians  and  other  health  profes- 
sionals. The  new  scholarship  funds  will  be  provided 
in  return  for  a commitment  to  public  service.  Categor- 
ical support  for  allied  and  public  health  manpower 
training  and  institutional  support  for  veterinary  medi- 
cine, optometry,  podiatry,  pharmacy  and  nursing  will 
be  phased  out.  States  and  localities  have  the  option  to 
support  these  institutions  with  funds  available  through 
General  Revenue  Sharing.  No  new  special  support  for 
graduate  students  and  postgraduates  in  research  and 
other  graduate  training  will  be  provided.” 

The  President  said  he  remains  “convinced  that  the 
principle  of  special  revenue  sharing  is  essential  to  con- 
tinued revitalization  of  the  Federal  system.  I am  there- 
fore proposing  the  creation  of  special  revenue  sharing 
programs  in  the  1974  Budget.”  Proposed  are  four  pro- 
grams of  broad  purpose  grants,  providing  State  and 
local  governments  with  $6.9  billion  to  use  with  con- 
siderable discretion  in  the  areas  of  education,  law  en- 
forecement  and  criminal  justice,  manpower  training 
and  urban  community  development.  Mr.  Nixon  said 
these  programs  will  replace  70  “outmoded,  narrower 
categorical  grant  programs,  and  will,  in  most  cases, 
eliminate  matching  requirements.” 

The  Budget  reports  that  the  “Federal  role  in  demon- 
strating improvement  in  health  service  delivery  will 
be  concentrated  on  health  services  research  and  dem- 
onstration efforts  to  identify  and  evaluate  economical 
and  effective  alternatives.  Limited  and  short-term 
support  will  be  available  for  selected  development 
innovations  with  potential  for  application  nationally 
The  application  to  the  health  care  delivery  system  of 
the  results  of  these  demonstration  efforts  will  be  pri- 
marily the  responsibilities  of  States,  localities  and 
private  organizations  and  individuals  with  limited 
Federal  assistance.” 

DEPARTMENT  OF  HEALTH  SERVICES 

Drs.  Baum  and  Colton  commented  briefly  on  how  the 
new  Department  of  Health  Services  would  affect  their 
respective  departments,  indicating  that  very  little  will 
be  known  until  the  “all  powerful”  Director  has  been 
chosen. 

COMMITTEE  ORGANIZATION 

Considerable  discussion  ensued  on  how  this  committee 
should  be  organized  so  that  there  would  be  no  duplica- 
tion of  efforts  of  the  various  specialty  groups  and  other 
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organizations  concerned  with  maternal  and  child  care 
matters.  It  was  decided  to  divide  the  committee  into  the 
following  sections: 

1.  Section  on  Perinatal  Planning 

(includes  vital  statistics  and  perinatal  review) 

2.  Section  on  Services  for  Children 

3.  Section  on  Maternal  Services 

Representatives  of  the  various  specialty  societies 

should  serve  on  the  appropriate  sections. 

The  Chairman,  Raymond  J.  Jennett,  M.D.,  will  be 
making  section  appointments  and  developing  section 
work  assignments. 

COMMITTEE  APPOINTMENTS 

It  was  recommended  that  the  following  should  be 
appointed  to  the  committee: 

William  J.  Daily,  M.D.,  Phoenix 

Duncan  E.  Reid,  M.D.,  Tucson 

David  Pent,  M.D.,  Phoenix 

Jack  Bashaw,  M.D.,  Phoenix  (from  Planned  Parent- 
hood) 

Dr.  Bashaw,  Medical  Director  of  Planned  Parenthood 
Association  of  Phoenix,  Inc.,  to  serve  on  the  Section  on 
Maternal  Services. 

It  was  determined  to  ask  the  Arizona  Osteopathic 
Medical  Association  to  recommend  two  of  their  members 
to  serve  on  this  committee,  preferably  a pediatrician  and 
an  obstetrician/ gynecologist. 

TITLE  XIX  — MEDICAID 

The  committee  discussed  at  great  length  the  impor- 
tance of  input  from  this  committee  in  the  drafting  of 
state  legislation.  It  was  noted  that  Dr.  Wallace  A.  Reed 
chaired  the  Section  on  Title  XIX,  and  working  with  him 
is  very  important. 

INSURANCE  PROGRAM 

It  was  determined  that  one  of  the  projects  of  this  com- 
mittee would  be  to  push  for  legislation  requiring  a better 
quality  of  health  insurance  for  newborns  and  their 
mothers. 

Meeting  adjourned  9:58  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

The  meeting  of  the  Scientific  Assembly  Committee  of 
the  Arizona  Medical  Association  held  at  810  West 
Bethany  Home  Road,  Phoenix,  Arizona,  Sunday,  July  8, 
1973,  convened  at  10:01  a.m.,  Vincent  A.  Fulginiti, 
M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  December  10,  1972, 
were  approved  as  distributed. 

ORGANIZATION 

Vice  Chairman 

Donald  Ziehm,  M.D.  was  elected  as  Vice  Chairman 
with  the  understanding  that  he  will  be  Chairman  for 
the  1975  meeting. 

Secretary 

Edward  Sattenspiel,  M.D.  was  duly  elected  as  Secre- 
tary of  the  Committee. 

CRITIQUE  OF  1973  MEETING 

General  discussion  ensued  over  the  many  aspects  of 
the  1973  meeting  with  many  suggestions  made  for  im- 
proving the  1974  meeting,  such  as: 


— Have  moderators  submit  critique  of  speakers  after 
the  meeting. 

— Suggest  speakers  leave  more  time  for  Questions 
and  Answers. 

— Have  moderators  contact  speakers  in  advance. 

— Have  larger  screens  in  each  room. 

— Tighten  up  on  audio-visual  operations. 

Written  comments  were  received  from  W.  Scott  Chis- 
holm, M.D.,  Robert  E.  Kravetz,  M.D.,  Mrs.  Ruth  Fife, 
James  L.  Schamadan,  M.D.  and  Ralph  H.  Henderson, 
M.D. 


1973  ATTENDANCE  REPORT 

Mr.  Robinson  reported  that  we  have  again  broken 
all  physician  attendance  records  with  807  physicians 
attending  this  year’s  meeting.  The  rest  of  the  report 
is  as  follows: 


County 

Apache 
Cochise 
Coconino 
Gila 
Graham 
Greenlee 
Maricopa 
Mohave 
Navajo 
Pima 
Pinal 

Santa  Cruz 
Yavapai 
Yuma 
Member  Totals  2079 


County 

Membership 

7 

30 

45 

12 

9 

8 

1267 

17 

10 

555 

40 
9 

29 

41 


No.  of  Members  % of  Members 


Registered 

3 

7 
15 

3 

4 
1 

468 

5 
2 

106 
14 
2 
14 
10 
654 


Registered 

42.8% 
23.4% 
33.3% 
25.0% 
44.4% 
12.5% 
36.9% 
29.4% 
20.0% 
19.0% 
35.0% 
22.2% 
48.2% 
24.3% 
31.4% 


Non-Member  M.D.’s®  145 

Doctors  of  Osteopathy  8 

Total  Physician  Registration  807 

Non-Physician  Registration® * 720 

Total  Registration  1527 

“Breakdown  of  Non-Member  M.D. 

Interns  & Residents  21 

Guest  Speakers  32 

Out-of-State  35 

In  State  57® 

“(Retired  — 24)  145 

* “Breakdown  of  Non-Physician  Registration 

Exhibitors  230 

Woman’s  Auxiliary  177 

Medical  Students  16 

Other  297“ 

“(Includes  PSRO  Conference  720 

participants  not  otherwise  registered) 

States  and  Countries  Represented  in 
“Out-of-State”  Group 

California  3 

Canada  1 

Colorado  2 

Florida  2 

Georgia  1 

Illinois  5 

Idaho  1 

Maryland  2 

Michigan  2 

Minnesota  3 

New  York  4 
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Ohio  2 

Oregon  1 

South  Dakota  1 

Texas  1 

Utah  1 

Virginia  1 

Washington  2 


35 

FINANCIAL  REPORT 

Mr.  Robinson  reported  that  as  of  6/30/73  we  gen- 
erated $1,080.03  revenue  in  excess  of  expenses  as 
follows: 

REVENUE 


Exhibit  booth  rental 

14,600.00 

Sponsorship  of  speakers 

3,150.00 

Steak  Fry 

3,976.50 

President’s  Banquet 

2,608.50 

Breakfast  Panel  #1 

638.00 

Breakfast  Panel  #2 

634.50 

Registration  Fees 

11,680.00 

B/S  share  of  expense 

6,000.00 

Other 

453.50 

Total  Revenue 

43,741.00 

expenditures 

Exhibit  booth  expense 

$ 2,094.56 

Guest  Speaker  expense 

6,973.37 

Steak  Fry 

10,002.82 

President’s  Banquet 

7,289.14 

Breakfast  Panel  #1 

706.00 

Breakfast  Panel  #2 

350.00 

Audio-Visual  equipment 

2,367.68 

Delegate’s  Manual 

884.07 

Employee  Hotel 

1,393.00 

Gratuities,  hotel  employees 

260.00 

Miscellaneous 

1,907.39 

Newcomer  Program 

40.00 

Nominating  Committee 

1.51 

Postage 

434.40 

Printing 

3,244.24 

Promotion 

1,506.86 

Public  Relations 

1,500.00 

Scientific  Assembly  Committee 

5.02 

Supplies 

1,499.96 

Travel 

-0- 

Telephone 

200.95 

Total  Expenditures  $42,660.97 

$ 1,080.03 


He  pointed  out  that  guest  speaker  expenses  and  food 
expenses  were  much  higher  than  budgeted. 

1973  PUBLIC  RELATIONS  REPORT 

Mr.  Robinson  summarized  this  thirteen  page  report 
as  follows: 

Overall  commercial  value  of  time  and  space  provided 
by  statewide  (and  national)  commercial  media: 

$ 8,300.00  Radio 

35.910.00  Television 

15.294.00  Newspaper 
$59,504.00  TOTAL 

Releases  were  sent  out  during  the  week  of  April  30  to 
national  health  magazines  and  local  social  magazines. 
No  clippings  have  been  received  as  of  this  date,  as  most 
of  the  magazines  are  published  monthly. 

The  dollar  value  of  the  exposure  attained  is  matched 
by  the  favorable  relations  created  with  the  media  man- 


agement and  staff.  This  marked  an  8.7%  increase  in  dol- 
lar exposure. 

FUTURE  MEETINGS 

1974  — 4/23-27  — Safari  Hotel,  Scottsdale.  Received. 

1975  — 4/22-26  — Braniff  Place,  Tucson.  Received. 

1976  — It  was  moved  and  carried  to  recommend 
to  the  Board  of  Directors  that  the  1976  Meeting  be 
held  April  27-May  1,  1976  at  the  Safari  Hotel  in  Scotts- 
dale, Arizona. 


Time: 

Time: 


9:00  a.m. 
12  Noon 


Time:  1:00  p.m. 
Time:  8:00  a.m. 

Time:  8:00  a.m. 

Time:  8:00  a.m. 


1974  — 83RD  ANNUAL  MEETING 
FORMAT 

It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  the  following  general  format  for  the  1973 
meeting: 

A.  Board  of  Directors  Meetings 

1.  First  Meeting  Date:  4/23/74 

2.  Second  Meeting  Date:  4/27/74 

B.  House  of  Delegates  Meetings 

1.  First  Meeting  Date:  4/23/74 

2.  Second  Meeting  Date:  4/27/74 

C.  Reference  Committee  Meetings 

1.  Resolutions  Date:  4/24/74 

2.  Articles  & 

Bylaws  Date:  4/24/74 

D.  Blue  Shield  Corporate  Body  Meetings 

(to  follow  House  meetings) 

1.  First  Meeting  Date:  4/23/74 

Time:  Approx.  3:30  p.m. 

2.  Second  Meeting  Date:  4/27/74 

Time:  Approx.  10:00  a.m. 

E.  Blue  Shield  Reference  Committee  Meeting 

(to  follow  ArMA  Reference  Committee  Meeting) 

1.  Date:  4/24/74  Time:  Approx.  10:00  a.m. 

F.  Evening  Social  Functions 

1.  Wednesday,  April  24,  1974 
Type: 

Reception  Time: 

Dinner  Time: 

Entertainment:  To  be  selected 

Thursday,  April  25,  1974 
Type:  Hold  for  ArMPAC 

Reception  Time:  7:00  p.m. 

Dinner  Time:  8:00  p.m. 

Program:  To  be  selected 

Friday,  April  26,  1974 


Steak  Fry 
7:00  p.m. 
8:00  p.m. 


2. 


3. 


President’s  Banquet 
7:00  p.m. 
8:00  p.m. 
To  be  selected 


Type: 

Reception  Time: 

Dinner  Time: 

Program: 

G.  Sporting  Events 

1.  Golf  Tournament 

Date:  4/24/74  Time.  1:00  p.m. 

Chairman:  Robert  Hagan,  M.D. 

Financial  Contribution:  $100.00 

2.  Tennis  Tournament 

Date:  4/24/74  Time:  1:00  p.m. 

Chairman:  Everett  Czerny,  M.D. 

Co-Chairman:  Mrs.  Louise  Crawford 

Financial  Contribution:  $100.00 

H.  Registration  Fees  — 1974  — suggested 

Grand  Slam  Package  Deal  for  Two 

Includes: 

2 Steak  Fry  tickets  — Wednesday  evening 


$80.00 
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1 Thursday  Breakfast  Panel  ticket 

2 ArMPAC  Banquet  tickets  — Thursday  evening 

1 Friday  Breakfast  Panel  ticket 

2 President’s  Banquet  tickets  — Friday  evening 
Basic  Registration  for  physician  and  wife 

Grand  Slam  Package  Deal  for  One $60.00 

Includes: 

1 Steak  Fry  ticket  — Wednesday  evening 
1 Thursday  Breakfast  Panel  ticket 
1 ArMPAC  Banquet  ticket  — Thursday  evening 
i Friday  Breakfast  Panel  ticket 
1 President’s  Banquet  ticket  — Friday  evening 
Basic  Registration  for  physician  and  wife 

Small  Slam  Package  Deal  for  Two $65.00 

Includes: 

Same  as  “Grand  Slam  Package  Deal  for  Two,” 
except  for  tickets  to  ArMPAC  Banquet 
Thursday  evening 

Small  Slam  Package  Deal  for  One $55.00 

Includes: 

Same  as  “Grand  Slam  Package  Deal  for  One”, 


except  for  ticket  to  ArMPAC  Banquet 
Thursday  evening 

Basic  Registration  Only $20.00 

Retired  Physician  Registration  Only  $ 5.00 

Breakfast  Panel  tickets  $ 5.00 

(If  purchased  separately  and  not  part  of 
items  1,  2,  3,  or  4 — Basic  Registration 
required  before  purchase) 

Steak  Fry  tickets  $15.00 

(If  purchased  separately  and  not  part  of 
items  1,  2,  3,  or  4 — Basic  Registration 
required  before  purchase) 

ArMPAC  Banquet  tickets  $15.00 

(If  purchased  separately  and  not  part  of 
items  1,  2,  3,  or  4 — Basic  Registration 
required  before  purchase) 

President’s  Banquet  $15.00 

(If  purchased  separately  and  not  part  of 
items  1,  2,  3,  or  4 — Basic  Registration 
required  before  purchase) 


Non-member  Registration  — Arizona  resident  . $30.00 
(No  tickets) 

Non-member  Registration  — 

Out-of-state  resident  $50.00 

1974  Exemptions: 

50-Year  Club  Members,  Interns,  Residents, 
Military  Physicians,  Registered  Nurses, 
Medical  and  Pre-medical  Students,  Mem- 
bers of  the  Woman’s  Auxiliary,  Exhibitors, 

Press,  and  Guest  Orators. 

I.  Newcomer  Program  — continued 

J.  Scientific  Exhibits 

1.  Location:  Room  A. 3 

2.  Limitation  of  number:  12 

K.  Woman’s  Auxiliary  Hobby  Show 

1.  Location:  Room  A. 3 

2.  Limitation  of  number:  4 

L.  Commercial  Exhibits 

1.  Fee:  $300.00 

2.  Booth  Attendant  Award:  — Budget  $500.00 

3.  Recesses  (30  minutes  morning  and  afternoon) 

4.  Guests  to  Social  Functions:  Exhibitors  to  be 

guests  at  the  Wednesday  night  function, 


and  invited  to  attend  the  Thursday  and 
Friday  night  functions  at  their  own  ex- 
pense. 

5.  Exhibit  Hall  Hours: 

Wednesday  8:00  a.m.  — 12  Noon 
Thursday  8:00  a.m.  — 5:00  p.m. 

Friday  8:00  a.m.  — 4:00  p.m. 

M.  A.  H.  Robbins  Community  Service  Award  — 

to  be  continued 

N.  Specialty  Groups 

1.  Limitations  of  meetings  to  noon  luncheons  on 
Tuesday  through  Saturday 

SCIENTIFIC  PROGRAM 

Woman’s  Auxiliary  Participation 

Mrs.  Jarvis’  letter  of  March  19,  1973  suggesting  that 
some  of  the  scientific  presentations  be  designed  so  that 
wives  be  interested  and  invited  to  attend  was  reviewed. 
It  was  warmly  received  by  the  committee  and  would  be 
taken  into  consideration  when  the  program  is  finalized  at 
the  next  meeting. 

Wednesday  Morning 

Utilization  of  Wednesday  morning  for  programs  on 
socio-economic,  legislative,  etc.,  type  programs  was 
agreed  to  with  such  a recommendation  to  be  made  to 
the  Board  of  Directors. 

General 

Extensive  discussion  ensued  with  Edward  A.  “Ted” 
Mortimer,  Jr.,  M.D.,  Chairman,  Department  of  Pedia- 
trics, School  of  Medicine,  The  University  of  New  Mexico, 
who  will  be  coordinating  the  1974  program. 

It  was  generally  agreed  that  there  would  be  four  gen- 
eral (vertical)  themes: 

1.  Cardiovascular  Disease 

2.  Psychiastric,  child  development,  neurology,  etc. 

3.  Head  and  Neck 

4.  Reproductive  biology 

Dr.  Mortimer  would  provide  the  committee  his  recom- 
mendations for  specific  topics  and  speakers  at  the  next 
meeting  tentatively  scheduled  for  September  25,  1973. 
Local  Papers 

It  was  determined  that  when  local  papers  are  solicited, 
the  four  general  areas  are  to  be  mentioned,  but  papers 
are  not  to  be  restricted  to  these  four  areas. 

CHOICE  OF  SCHOOL  FOR  1975 

Donald  K.  Buffmire,  M.D.,  related  his  various  discus- 
sions with  James  E.  Eckenhoff,  M.D.,  Dean,  Northwest- 
ern Medical  School,  Northwestern  University,  regarding 
his  offer  to  provide  the  faculty  for  the  1975  meeting 

It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  that  Northwestern  Medical  School  be  in- 
vited to  present  the  basic  scientific  program  for  the  1975 
meeting. 

COMMUNICATIONS 

Beniah  L.  Whitman,  M.D.’s  letter  of  May  5,  expressing 
appreciation  for  winning  the  exhibit  award  prize  was 
received. 

Robert  M.  Dryden,  M.D.’s  letter  of  April  28,  1973 
expressing  appreciation  for  excellent  treatment  as  a 
speaker  was  received. 

Meeting  adjourned  1:10  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 
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PROFESSIONAL  COMMITTEE 

Meeting  of  the  Professional  Committee  of  the  Ari- 
zona Medical  Association,  Inc.,  held  at  810  W.  Bethany 
Home  Road,  Phoenix,  Arizona,  on  Saturday,  July  14, 
1973,  a quorum  being  present,  convened  at  1:53  p.m., 
Robert  S.  Ganelin,  M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  February  10,  1973, 
were  approved  as  distributed. 

Actions  of  the  Board  of  Directors  during  meetings  held 
February  25,  1973,  April  24,  1973,  and  April  28,  1973, 
as  relate  to  the  Professional  Committee  were  reviewed 
for  information. 

COMMUNITY  HOME  CARE  SERVICES 

As  requested  by  the  Board  of  Directors  during  meet- 
ing held  April  24,  1973,  it  was  determined  to  request 
Al  Wagner,  M.D.,  to  be  the  ArMA  representative  to 
Community  Home  Care  Services. 

HYPNOSIS 

Concern  was  expressed  with  the  position  adopted  by 
the  Board  of  Directors  during  meeting  held  February 
25,  1973.  Hypnosis  by  licensed  practitioners  of  healing, 
arts  was  considered  to  be  too  broad  a statement. 

It  was  moved  and  carried  to  request  the  Board  of 
Directors  to  reconsider  their  position  and  consider  the 
following  as  a proper  position  of  the  Arizona  Medical 
Association  on  Hypnosis: 

The  Arizona  Medical  Association  considers  Hyp- 
nosis to  be  a component  of  the  practice  of  medicine, 
the  practice  of  dentistry,  or  the  practice  of  clinical 
psychology  by  those  appropriately  licensed  for  that 
practice. 

SECTION  ON  DRUG  ABUSE 

Uniform  Controlled  Substances  Act 

Dr.  Linkner  informed  the  Committee  that  the  Uniform 
Controlled  Substances  Act  was  not  enacted  during  the 
last  legislature.  Further,  his  Section  would  continue  to 
keep  abreast  of  proposals.  Dr.  Duncan  informed  the 
Committee  that  the  Board  of  Pharmacy  would  support 
the  Association  eliminating  the  proposed  section  requir- 
ing duplicate  registration  with  the  Board  of  Pharmacy, 
as  well  as  with  the  B.N.D.D.  He  also  informed  the  Com- 
mittee that  the  triplicate  prescription  proposal,  as  well 
as  licensing  drug  detail  men  and  controlling  samples, 
will  probably  be  part  of  the  next  controlled  substances 
act  to  be  introduced. 

Triplicate  Prescription  Form 

Dr.  Linkner  informed  the  Committee  that  New  York 
has  been  added  to  the  list  of  states  requiring  triplicate 
prescription  forms. 

It  was  determined  that  the  Professional  Committee 
would  continue  to  encourage  the  Association  to  support 
enactment  of  legislation  requiring  the  triplicate  pre- 
scription system. 

Regulation  of  Drug  Detail  Men 

Dr.  Linkner  informed  the  Committee  that  the  Section 
was  studying  the  possible  need  for  regulating  drug  de- 
tail men.  Mr.  Duncan  stated  that  a draft  of  proposed 
legislation  was  being  developed.  It  was  determined  that 
the  Section  should  continue  its  study  of  this  matter. 

Desk  Reference  on  Drug  Abuse 

Dr.  Linkner  informed  the  Committee  that  the  Arizona 
State  Department  of  Health  would  have  the  Desk  Refer- 


ence on  Drug  Abuse  available  for  distribution  late  this 
year.  Received  for  information. 

Drug  Abuse  Sign 

Dr.  Linkner  presented  a sign  developed  by  the  Brow- 
ard County  Medical  Association,  Florida,  stating  “to  my 
patients  — ‘many  young  people  are  using  dangerous 
drugs  in  our  community.  If  you  think  that  you  have  a 
problem  in  your  home,  please  do  not  hesitate  to  discuss 
it  with  me.  I want  to  help.’  your  Doctor.’’  Dr.  Kossuth 
offered  to  underwrite  the  cost  of  such  signs  to  be  dis- 
played in  physicians’  offices. 

It  was  moved  and  carried  to  accept  Dr.  Kossuth’s 
gracious  offer  of  funds  from  the  Arizona  State  Depart- 
ment of  Health  to  underwrite  the  cost  of  “Drug  Abuse 
Signs”  suitable  for  display  in  physicians’  offices. 

The  Sick  Physician 

Dr.  Linkner  presented  a letter  of  March  29,  1973  from 
the  American  Medical  Association  encouraging  all  state 
medical  associations  to  establish  a special  committee  to 
deal  with  physicians  with  psychiatric  disorders,  including 
alcoholism  and  drug  abuse. 

It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  that  an  Ad  Hoc  Committee  be  appointed  to 
study  the  feasibility  of  creating  a committee  to  deal  with 
physicians  with  psychiatric  disorders,  including  alcohol- 
ism and  drug  abuse.  Further,  it  is  recommended  that 
this  Ad  Hoc  Committee  have  representation  from  the 
Professional  Committee’s  Section  on  Drug  Abuse  and 
Section  on  Mental  Health,  and  representatives  from  the 
Grievance  Committee,  Board  of  Censors,  Board  of  Medi- 
cal Examiners,  and  a representative  from  an  appropriate 
committee  of  the  Maricopa  and  Pima  County  Medical 
Societies. 

Status  of  Arizona  State  Methadone  Program 

Dr.  Kossuth  informed  the  Committee  that  it  was  neces- 
sary to  withdraw  the  Arizona  State  Department  of 
Health’s  statement  on  methadone  which  was  endorsed 
by  the  Association’s  Board  of  Directors,  as  it  went  be- 
yond the  authority  of  the  Department.  He  informed  the 
Committee  that  legislation  was  being  prepared  to  “con- 
trol medication  in  use  of  drug  abuse”,  and  would  request 
Association  support. 

Dr.  Linkner  reported  that  Dr.  Kamfer  agreed  to  serve 
on  the  Drug  Abuse  Committee  of  the  Arizona  State  De- 
partment of  Health. 

Questions  and  Answers  — Methadone  Treatment 

Dr.  Linkner  presented  a document  “Questions  & An- 
swers — Methadone  Treatment  Program  — FDA  Regu- 
lations distributed  by  American  Medical  News. 

It  was  moved  and  carried  that  staff  prepare  for  a 
series  of  the  Questions  & Answers  on  Methadone  Treat- 
ment through  medical  memos. 

SECTION  ON  AGING  & GENERAL 
MEDICINE 

State  Pharmacy  Regulations  6.7710  and  6.7830 

As  determined  during  meeting  held  November  4, 
1972,  Mr.  Duncan,  Executive  Secretary,  and  Mr.  Melby, 
Board  Member,  Arizona  State  Board  of  Pharmacy,  were 
invited  to  discuss  the  appropriateness  of  pharmacy  rules 
and  regulations  6.7710  and  6.7830.  Considerable  discus- 
sion ensued  based  on  objections  to  the  regulations  from 
the  Yavapai  Community  Hospital  staff. 

It  was  determined  that  Arizona  State  Board  of  Phar- 
macy Regulation  6.7710  was  appropriate  as  written. 
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It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  that  the  Arizona  Medical  Association  re- 
quest the  Arizona  State  Board  of  Pharmacy  to  amend 
Rule  and  Regulation  6.7830  as  follows: 

6.7830.  Admixtures  to  Parenteral  Solution.  There  shall 
be  acceptable  precautionary  measures  for  the  safe 
admixture  of  parenteral  products.  Except  in  an  emer- 
gency, WPIEN  PRACTICAL,  the  admixture  shall  be 
made  by  a pharmacist,  or  a pharmacy  intern,  when 
he  is  on  duty.  Whenever  drugs  are  added  to  in- 
travenous solutions  a distinctive  supplementary 
label  shall  be  affixed  that  indicates  the  name  and 
amount  of  the  drug  aded,  the  date  and  time  of  the 
addition,  the  expiration  date,  and  the  name  of  the 
person  who  prepared  the  admixture. 

It  was  also  determined  that  staff  should  obtain  and 
distribute  through  Medical  Memos  the  document  “Func- 
tions and  Responsibility  of  Hospital  Pharmacists”  for  in- 
formation. 

Resolution  10-73,  Anesthesia  Practices 

There  was  considerable  discussion  regarding  Resolu- 
tion 10-73,  Anesthesia  Practices,  referred  to  the  Profes- 
sional Committee  by  the  House  of  Delegates  on  April 
28,  1973.  It  was  pointed  out  by  Dr.  Ward  that  the 
“guideline  to  ethical  practice  of  anesthesiology”  as  stated 
by  the  American  Society  of  Anesthesiology  covers  the  in- 
tent of  the  resolution  and  states,  in  part,  “Exploitation 
of  nurse  anesthetists  or  other  nonphysican  personnel  by 
an  anesthesiologist  is  unethical.  Nurse  anesthetists  or 
other  nonphysician  personnel  who  administer  anesthesia 
should  not  be  employees  of  anesthesiologists.  Physicians 
should  bill  their  own  patients  for  the  services  and  only 
the  services  which  they  perform  personally.  When  an 
anesthesiologist  renders  only  a part  of  the  total  anesthesia 
care,  such  as  supervision  of  nurses,  preoperative  consul- 
tation, or  resuscitation,  the  anesthesiolgist  is  conducting 
sound  ethical  practice  if  he  bills  the  patient  the  usual 
and  customary  fee  for  that  service  which  he  has  per- 
sonally rendered  but  refrains  from  billing  as  if  he  rend- 
ered total  care.” 

It  was  moved  and  carried  that  the  Professional  Com- 
mittee go  on  record  as  endorsing  the  guidelines  to 
ethical  practice  of  Anesthesiology  as  stated  by  the 
American  Society  of  Anesthesiology  to  apply  to  all 
licensed  physicians  in  the  State  of  Arizona  practicing 
Anesthesiology. 

Zone  Therapy 

The  Committee  reviewed  an  article  appearing  in  the 
Arizona  Republic,  Monday,  April  9,  1973,  regarding  a 
class  being  taught  by  Mr.  Joe  Graziano,  Mesa  Commu- 
nity College,  “Zone  Therapy  (healing  through  foot  ma- 
nipulation)”, and  correspondence  to  Mr.  Graziano  from 
the  Board  of  Medical  Examiners  ordering  cease  and  de- 
sist in  the  event  he  was  engaging  in  medical  services 
in  violation  of  the  Medical  Practices  Act. 

Mr.  Carl  E.  Squires,  Associate  Vice  President  for 
Educational  Services,  responded  to  BOMEX,  in  part, 
that  Mr.  Graziano: 

“1.  He  claims  that  at  no  time  in  his  presentation  does 
he  refer  to  ‘zone  therapy’  as  “treatment’  or  “heal- 
ing’. 

“2.  He  states  that  ‘the  newspaper  article  misquotes 
him  and  is  misleading’. 


“3.  He  extends  an  invitation  for  any  medical  examiner 
to  visit  and  observe  his  class  at  any  time. 

“4.  He  contends  that  he  is  not  acting  in  violation  of 
the  Arizona  Revised  Statutes.” 

It  was  moved  and  carried  that  in  view  of  the  fact  that 
there  is  no  scientific  evidence  to  substantiate  any  validity 
to  “Zone  Therapy”  that  the  Arizona  Medical  Association 
strongly  oppose  the  inclusions  of  any  such  instruction  in 
a tax  suported  community  college.  Further,  that  the 
President  and  Chairman  of  the  Governing  Board  be  in- 
formed of  this  opposition. 

Fannin  Incident 

Request  to  investigate  the  Fannin  incident  by  a physi- 
cian plus  news  articles  appearing  in  the  Scottsdale  Daily 
Progress  in  late  May,  1973,  were  reviewed  by  the  Com- 
mittee. 

It  was  moved  and  carried  to  request  that  the  Maricopa 
County  Medical  Society  inform  the  Professional  Commit- 
tee of  the  results  of  their  investigation  of  the  alleged 
unethical  conduct  of  certain  physicians  and  that  the 
Association  defer  any  action  until  receipt  thereof. 

SECTION  ON  PUBLIC  HEALTH 

National  Conference  on  Physicians,  Schools,  and 
Communities 

Dr.  Brady  requested  that  a member  of  the  Section  on 
Public  Health  represent  the  Association  at  the  14th  Na- 
tional Conference  on  Physicians,  Schools,  and  Commu- 
nities on  October  4-5,  1973,  Chicago.  John  K.  Kerr, 
M.D.  had  indicated  his  willingness  to  serve  as  a mem- 
ber of  the  Section  with  emphasis  on  school  health. 

It  was  moved  and  carried  to  authorize  John  K.  Kerr, 
M.D.  to  represent  ArMA  at  the  Conference  on  Physi- 
cians, Schools,  and  Communities  from  the  Professional 
Committee’s  budget  if  he  accepts  appointment  to  the 
Section  on  Public  Health,  School  Health  Section. 
Resolution  8-73,  Ad  Hoc  Committee  on 
Maternal  and  Child  Care 

Resolution  8-73,  creating  an  Ad  Hoc  Committee  on 
Maternal  and  Child  Care,  was  reviewed,  as  the  Bylaws 
currently  specify  that  the  Section  on  Public  Health  is 
charged  with  maternal  and  child  care.  It  was  determined 
that  matters  coming  to  the  attention  of  the  Section  per- 
taining to  maternal  and  child  care  would  be  sent  to  the 
Ad  Hoc  Committee. 

AMA  Medical  Survey  of  U.S.  Jail  System 

Dr.  Brady  informed  the  Committee  of  the  AMA  Medi- 
cal Survey  of  U.S.  Jail  System  and  provided  copies  of 
completed  survey  material  by  Arizona  jails.  It  was  de- 
termined that  the  Section  on  Public  Health  should  con- 
tinue the  study  started  by  the  American  Medical  As- 
sociation on  Arizona  jails. 

Immunization 

Problems  developing  as  a result  of  H.B.  2076,  enacted 
by  the  Arizona  Legislature,  30th  Legislature,  1972,  re- 
quiring school  districts  to  provide  immunization  with 
the  consent  of  parent  or  guardian  was  discussed.  It  was 
determined  that  the  Section  on  Public  Health  should 
study  the  problem  further  and  make  a recommendation 
for  improvement,  either  through  additional  legislation 
or  rules  and  regulations  of  school  districts  and/or  the 
Arizona  State  Department  of  Health.  It  was  recommend- 
ed that  the  Arizona  School  Board  Association  may  be  of 
assistance  in  this  matter. 
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SECTION  ON  MEDICINE  AND  RELIGION 

Dr.  Hanss  reported  that  Grimshaw  Mortuary,  Inc., 
approached  the  Association  regarding  the  value  of  a 
program  for  physicians,  “death  and  attitudes  toward 
death’’,  to  be  sponsored  by  them  this  Fall.  Dr.  Hanss 
informed  the  Committee  that  he  reviewed  the  program 
provided  and  encouraged  physican  attendance.  Received 
for  information  only. 

SECTION  ON  SAFETY 

Dr.  Hoffman  presented  additional  information  for  a 
possible  series  of  safety  articles  to  be  published  in  the 
paper  or  Sunday  supplement.  The  Committee  expressed 
gratitude  to  Dr.  Hoffman  for  his  work  in  this  fine  public 
relations  idea  and  recommended  that  it  be  coordinated 
with  the  activities  of  the  Public  Relations  Committee 
and  Owens  & Associates. 

SECTION  ON  ASNA  LIAISON 

Joint  Statement  on  Administration  of 
I.V.  Fluids  by  R.N.’s  in  Arizona 

Dr.  Payne  presented  the  proposed  “Joint  Statement  on 
Administration  of  I.V.  Fluids  by  Registered  Nurses  in 
Arizona”  as  requested  by  the  Arizona  State  Nurses’  As- 
sociation. This  proposed  joint  statement  is  a revision 
of  joint  statement  issued  in  1959  and  has  been  accepted 
by  the  Arizona  Hospital  Association  and  the  Board  of 
Directors  of  the  Arizona  Nurses’  Association.  It  is  in- 
tended to  circulate  the  statement  to  all  agencies  em- 
ploying morses  and  schools  of  nurses  when  endorsed  by 
the  Arizona  Hospital  Association,  Arizona  Medical  As- 
sociation, Arizona  State  Nurses’  Association,  and  the 
Arizona  Osteopathic  Medical  Association. 

It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  to  endorse  the  revision  of  the  “Joint  State- 
ment on  Intravenous  Administration  of  Fluids  (including 
Blood)  by  Registered  Nurses  Licensed  to  practice  in 
Arizona. 

Rules  and  Regulations  — Extended  Role  of  the  Nurse 

Dr.  Payne  reported  that  he  testified  during  the  final 
hearing  on  June  15,  1973  by  the  Arizona  State  Board  of 
Nursing  concerning  the  extended  role  of  the  nurse.  Al- 
though concern  was  expressed  with  specifics  in  the  rules 
and  regulations,  it  was  noted  that  the  regulations  called 
for  the  nurse  practitioner,  nurse  midwife,  and  pediatric 
nurse  associate  to  collaborate  with  and  under  the  direc- 
tion of  a licensed  physician.  Received  for  information 
only. 

SECTION  ON  ATHLETIC  MEDICINE 

Dr.  Ward  reported  that  the  Section  on  Athletic  Medi- 
cine has  been  extremely  active.  The  first  issue  of  “Sports 
Illness-Treated”  has  been  published. 

Training  and  Certification  of  Athletic  Trainers 

The  Athletic  Medicine  Section  of  the  Arizona  Medical 
Association’s  Professional  Committee  has  surveyed  the 
schools  of  Arizona  and  find  lacking  complete  medical 
coverage  of  athletic  contests  and  practice  sessions 
throughout  the  state.  Nationwide  surveys  indicate  that 
boys’  participation  in  organized  sports  increased  8%  per 
annum,  while  girls’  participation  has  increased  300% 
over  the  past  three  years.  The  Athletic  Medicine  Section 
feels  that  the  employment  by  schools  of  certified  athletic 
trainers  offers  the  best  hope  of  providing  medically- 
oriented  prevention  of  sports  injuries  and  supervision  of 
physician-directed  rehabilitation  to  this  expanding  group 
of  sports  participants. 


Prevention  of  sports-related  injuries  is  desirable  not 
only  on  a humane  basis,  but  can  realize  economic  gains 
for  individual  school  districts  by  favorably  influencing 
their  insurance  rates. 

The  National  Athletic  Trainers  Association  is  intro- 
ducing legislation  before  the  U.S.  Plouse  of  Representa- 
tives ensuring  the  quality  of  training  and  experience  for 
certified  athletic  trainers.  Our  meetings  and  communi- 
cations with  Dr.  Deane  E.  Richardson  and  members  of 
his  Department  of  Health,  Physical  Education,  and 
Recreation  at  Arizona  State  University  indicate  their 
willingness  and  ability  to  offer  such  a curriculum  for 
certifying  athletic  trainers  at  ASU.  Also,  they  report 
numerous  letters  of  injuiry  from  potential  students  in- 
terested in  such  a program. 

The  Athletic  Medicine  Section  herein  request  the  Pro- 
fessional Committee’s  support  in  encouraging  ASU  to 
offer  a curriculum  designed  to  certify  athletic  trainers 
and  request  this  endorsement  by  our  Association  be  for- 
warded to  Dr.  Karl  Dannenfeldt,  Vice  President  for 
Academic  Affairs,  Dr.  Charles  Woolf,  Dean  of  the  Col- 
lege of  Liberal  Arts,  and  Dr.  Deane  E.  Richardson, 
Chairman,  Department  of  Health,  Physical  Education, 
and  Recreation. 

It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  that  the  Arizona  Medical  Association  en- 
courage Arizona  State  University  to  offer  a curriculum 
designed  to  train  and  certify  athletic  trainers  as  requested 
by  the  Section  on  Athletic  Medicine. 

Arizona  Interscholastic  Association 

Dr.  Ward  informed  the  Committee  that  the  Section  on 
Athletic  Medicine  has  been  invited  to  participate  in  the 
Arizona  Interscholastic  Association  meeting,  September 
19-20,  1973,  Francisco  Grande  Hotel.  This  meeting  in- 
cludes all  principals  and  athletic  directors  from  the  State 
of  Arizona. 

OTHER  BUSINESS 

Death  Certificates 

Dr.  Kossuth  reported  that  the  State  Department  of 
Health  was  in  the  process  of  developing  guidelines  re- 
garding the  pronouncement  of  death  without  actually 
seeing  the  patient.  It  was  determined  to  forward  ma- 
terials to  be  supplied  by  Dr.  Kossuth  to  the  Section  on 
Aging  and  General  Medicine  for  recommendation. 
Proposed  Meeting  Schedule 

The  proposed  meeting  schedule  for  the  Professional 
Committee  is  Saturday,  October  20,  1973,  Saturday, 
February  2,  1974  and  Saturday,  April  6,  1974. 

Meeting  adjourned  5:20  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


EXECUTIVE  COMMITTEE 

Meeting  of  the  Executive  Committee  of  the  Arizona 
Medical  Association,  Inc.  held  at  810  W.  Bethany 
Home  Road,  Phoenix,  Arizona,  on  Saturday,  July  21, 
1972,  a quorum  being  present,  convened  at  3:04  p.m., 
Philip  E.  Dew,  M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  of  meeting  held  May  19,  1973,  were 
approved  as  distributed. 

RICK  DEMONT 

Dr.  Dew  reviewed  the  AMA’s  letter  of  6/14/73,  in- 
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dicating  that  their  information  was  such  that  they  could 
not  take  action. 

It  was  determined  not  to  proceed  further  with  this 
matter. 

“FAMILY-PRACTICE  ELECTIVE”  AND  “NURSE 

PRACTITIONER  FAMILY-PRACTICE  TRAINING 

PROGRAM” 

Dr.  Levinson’s  letter  of  7/6/73  asking  the  Association 
for  suggested  names  of  physicians  to  participate  in  the 
subject  programs  was  discussed. 

It  was  determined  to  refer  Dr.  Levinson  to  the  Ameri- 
can Academy  for  Family  Physicians,  who  would  be  more 
qualified  to  handle  this  matter. 

ADVERTISING 

The  matter  of  an  Arizona  physician  advertising  in  the 
American  Bar  Association  Journal  was  reviewed. 

It  was  determined  to  attempt  to  determine  the  name 
of  the  physician,  and,  if  successful,  refer  the  matter  to 
the  appropriate  medical  society. 

STATE  BAR  OF  ARIZONA 

The  request  from  the  State  Bar  of  Arizona  re:  col- 
lection of  fees  paid  to  physicians  for  reports  furnished 
to  attorneys  was  reviewed. 

It  was  determined  that  the  Executive  Committee 
function  as  the  Liaison  Committee  with  the  State  Bar  of 
Arizona  in  this  matter. 

AUTO  LEASE 

Mr.  Robinson  reviewed  the  amount  of  Association  re- 
lated auto  travel  for  which  he  has  been  reimbursed  over 
the  past  three  years,  and  compared  it  with  the  cost  and 
desirability  of  the  Association  providing  him  with  a 
leased  automobile. 

It  was  moved  and  carried  to  provide  the  Executive 
Director  with  a leased  automobile,  and  that  an  investi- 
gation be  made  to  determine  the  amount  paid  to  all 
other  employees  for  their  automobile  use  with  the  eye 
to  obtaining  a second  leased  car.  The  Executive  Dierc- 
tor  to  report  back  at  the  next  meeting. 

BOARD  OF  DIRECTORS  AGENDA 
7/22/73 

The  Committe  reviewed  the  agenda  material  for  the 
Board  of  Directors  meeting  scheduled  for  7/22/73  and 
made  various  suggestions  for  the  Board’s  consideration. 

Meeting  adjourned  5:18  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  the  Arizona 
Medical  Association,  Inc.,  held  at  810  W.  Bethany  Home 
Road,  Phoenix,  Arizona,  Sunday,  July  22,  1973,  a 
quorum  being  present,  convened  at  10:13  a.m.,  Philip 

E.  Dew,  M.D.,  President  and  Chairman,  presiding. 

WELCOME 

Dr.  Dew  extended  a welcome  to  the  county  medical 
society  Presidents  and  the  various  guests. 

MINUTES 

Minutes  of  the  meeting  held  April  24,  1973  and  April 
27,  1973  were  approved  as  distributed. 

ArMPAC  REPORT 

Dr.  Langston  informed  the  Board  of  Directors  of  the 
current  reports  of  alleged  public  relations  activities  of 


Congressman  Steiger’s  assistant,  Mr.  Jarvis  — Received 
for  information. 

BOARD  OF  DIRECTORS 

Bomex  Appointment 

It  was  reported  that  Chauncey  D.  Buster,  M.D.  (GS), 
Yuma,  has  been  appointed  by  the  Governor  to  the  Board 
of  Medical  Examiners  for  a five-year  term  beginning 
July  1,  1973.  Received. 

Department  of  Health  Services  — Search  for  Director 

HB  2004,  creating  a Department  of  Health  Services, 
requires  a search  committee  of  seven  persons  appointed 
by  the  Governor  to  select  qualified  candidates  for  the 
position  of  Director,  Department  of  Health  Services.  It 
was  suggested  that  the  Association  submit  suggestions 
to  the  Governor  for  appointment  to  the  search  com- 
mittee. 

It  was  moved  and  carried  to  recommend  the  follow- 
ing names  to  the  Governor  of  Arizona  for  appointment 
to  the  Search  Committee  for  a Director,  Department 
of  Health  Services: 

Philip  E.  Dew,  M.D.,  President,  Arizona  Medical 
Association 

Jack  M.  Layton,  M.D.,  Past  Acting  Dean,  University 
of  Arizona  College  or  Medicine 

William  J.  Moore,  M.D.,  Past  Commissioner,  State 
Department  of  Health 

William  G.  Payne,  M.D.,  President-elect,  Arizona 
Medical  Association 

George  Spendlove,  M.D.,  Past  Commissioner,  State 
Department  of  Health 
Progress  Report  on  Resolutions  Adopted 
by  House  of  Delegates  4/28/73 

A.  Resolution  #1-73  — 1973  Budget  — on  action  re- 
quired. RECEIVED. 

B.  Resolution  #2-73  — United  Medical  Care  Founda- 
tions of  Arizona  as  the  P.S.R.O.  for  Arizona  — Distrib- 
uted to  appropriate  HEW  officials,  Congressional  dele- 
gation and  Board  of  Directors  of  United  Medical  Care 
Foundations  of  Arizona.  RECEIVED. 

C.  Resolution  #4-73  — Tax  Credits  to  Disadvantage 
Area  Medical  Practices  — Support  solicited  from  mem- 
bership in  Medical  Memos  6/29/73.  Referred  to  Legis- 
lative Committee  for  their  next  meeting.  RECEIVED. 

D.  Resolution  #6-73  — Provision  for  Direct  Student 
Representation  in  ArMA  — Referred  to  Articles  and  By- 
laws Committee  for  action.  David  J.  Gullen,  President 
of  Student  American  Medical  Association  advised  of 
action.  RECEIVED. 

E.  Resolution  #7-73  — Medical  Education  Assessment 
— Referred  to  Board  of  Directors  by  the  House  of 
Delegates. 

It  was  moved  and  carried  to  refer  Resolution  #7-73 
to  the  Medical  Education  Committee  for  their  recom- 
mendation. 

F.  Resolution  #8-73  — Ad  Hoc  Committee  on  Mater- 
nal and  Child  Care  — Appointments  made,  and  referred 
to  Article  & Bylaws  Committee.  RECEIVED. 

G.  Resolution  #9-73  — Joint  Hospital  Participation 
in  Residency,  Internship,  Nursing  and  Para-professional 
Training  Programs  — Referred  to  Medical  Education 
Committee  — Jack  M.  Layton,  M.D.,  has  accepted  chair- 
manship of  a special  Section  of  the  Committee  to  study 
the  Resolution.  RECEIVED. 
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H.  Resolution  #10-73  — Anesthesia  Practices  — Refer- 
red to  Professional  Committee  for  their  consideration. 
Recommendation  of  Professional  Committee  referred 
back  to  them  for  further  study. 

I.  Resolution  #11-73  — Appreciation  for  ArMA  Annual 
Meeting  — no  action  required.  RECEIVED. 

EXECUTIVE  COMMITTEE 

The  following  membership  changes  were  approved: 

A.  Cochise  County  Medical  Society 

1.  Matthew  C.  Pugsley,  M.D.  — New  Associate  — 
Account  retirement  — Dues  exempt  — Effective  3/14/73. 

B.  Maricopa  County  Medical  Society 

1.  John  C.  Feuling,  M.D.  — Active  to  Associate  — 
Account  illness  — Dues  exempt  — Effective  1/1/74. 

2.  Russell  M.  Manley,  M.D.  — Active  to  Associate  — 
Account  retirement  — Dues  exempt  — Effective  1/1/73. 

FINANCE  COMMITTEE 

Dr.  Dexter,  Treasurer,  presented  the  Financial  State- 
ment for  the  period  ending  6/30/73.  RECEIVED. 

GOVERNMENTAL  SERVICES 
COMMITTEE 

The  Board  of  Directors  were  informed  that  the  State 
Legislature  was  again  active  in  studying  the  possibility 
of  adopting  Medicaid  in  Arizona.  A joint  Select  Interim 
Committee  on  Medicaid  has  been  organized,  to  be  co- 
chaired by  Senator  Sandra  O’Connor  and  Representa- 
tive Burton  Barr.  Also,  an  Advisory  Committee  has  been 
appointed,  with  Merlin  K.  DuVal,  M.D.,  as  chairman, 
and  including  Wallace  A.  Reed,  M.D.,  representing 
ArMA,  and  Patrick  P.  Moraca,  M.D.,  representing  United 
Medical  Care  Foundations  of  Arizona.  Other  physicians 
appointed  to  the  Advisory  Committee  include:  W.  Scott 
Chisholm,  Jr.,  M.D.,  William  E.  Crisp,  M.D.,  Richard 
O.  Flynn,  M.D.,  Stanford  F.  Farnsworth,  M.D.,  Charles 
McCammon,  M.D.,  Ernest  Siegfried,  M.D.,  Donald 
Schaller,  M.D.,  Louis  C.  Kossuth,  M.D.,  Florian  R. 
Rabe,  M.D.,  and  Earl  Lyons,  D.O.  Concern  was  ex- 
pressed that  additional  practicing  physicians  should  be 
appointed  to  the  Advisory  Committee. 

It  was  moved  and  carried  to  recommend  that  the 
District  Directors  or  their  Alternates  be  appointed  to 
the  Advisory  Committee  to  the  Legislative  Joint  Select 
Interim  Committee  on  Medicaid. 

LEGISLATIVE  COMMITTEE 

Merit  Selection  of  Judges 

The  Arizona  Bar  Association  in  their  letter  of  7/9/73 
request  the  Association  support  of  “Merit  Selection  of 
Judges”  as  expressed  in  Senate  concurrent  Resolution 
1001  introduced  during  the  31st  Legislature,  First  Regu- 
lar Session. 

It  was  moved  and  carried  to  refer  the  Arizona  Bar 
Association  request  to  support  “Merit  Selection  of 
Judges”  to  the  Legislative  Committee  for  consideration. 

MEDICAL  EDUCATION  COMMITTEE 

It  was  moved  and  carried  to  confirm  the  appoint- 
ment of  Daniel  B.  Carroll,  M.D.,  and  William  E.  Crisp, 
Jr.,  M.D.,  to  the  Medical  Education  Committee  for 
the  Term  of  1973  through  1976. 

PROFESSIONAL  COMMITTEE 

State  Pharmacy  Regulation  6.7830 

Complaint  was  registered  through  the  Professional 


Committee  concerning  State  Pharmacy  Regulation  6.7380 
and  6.7710.  The  Professional  Committee  determined 
that  6.7710  was  appropriate  as  written;  however,  recom- 
mend that  the  Association  seek  revision  of  6.7830  as  it 
is  impractical  as  written. 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  request  the  Arizona  State  Board  of  Pharmacy 
to  amend  Rule  and  Regulation  6.7830  as  follows: 

6.7830.  Admixtures  to  parenteral  solutions.  There 
shall  be  acceptable  precautionary  measures  for  the  safe 
admixture  of  parenteral  products.  When  practical,  the 
admixture  shall  be  made  by  a pharmacist,  or  a pharmacy 
intern.  Whenever  drugs  are  added  to  intravenous  solu- 
tions a distinctive  supplementary  label  shall  be  affixed 
that  indicates  the  name  and  amount  of  the  drug  added, 
the  date  and  time  of  the  addition,  the  expiration  date, 
and  the  name  of  the  person  who  prepared  the  admixture. 
Creat  ad  hoc  Committee,  “Sick  Physicians” 

As  a result  of  a recommendation  from  the  American 
Medical  Asociation  stemming  from  a report  of  the  Board 
of  Trustees  on  the  subject  of  “Physicians  with  Psychiatric 
Disorders,  Including  Alcoholism  and  Drug  Dependence,” 
the  Professional  Committee  recommended  that  an  ad  hoc 
Committee  be  formed  to  study  the  feasibility  of  estab- 
lishing a committee  to  deal  with  such  sick  physicians. 

It  was  moved  and  carried  that  an  Ad  Hoc  Committee 
be  appointed  to  study  the  feasibility  of  creating  a 
Committee  to  deal  with  physicians  with  psychiatric  dis- 
orders, including  alcoholism  and  drug  abuse.  Further, 
that  this  Ad  Hoc  Committee  have  representation  from 
the  Professional  Committee’s  Section  on  Drug  Abuse 
and  Section  on  Mental  Health,  and  representatives 
from  the  Grievance  Committee,  Board  of  Censors,  Board 
of  Medical  Examiners,  and  representation  from  an  ap- 
propriate committee  of  the  Maricopa  and  Pima  County 
Medical  Societies. 

Resolution  10-73,  Anethesia  Practices 

The  Professional  Committee  considered  Resolution 
10-73,  Anesthesia  Practices,  as  requested  by  the  House 
of  Delegates  and  Board  of  Directors  during  meeting 
held  July  14,  1973,  and  recommend  endorsing  the 
“Guidelines  to  Ethical  Practice  of  Anesthesiology”  as 
stated  by  the  American  Society  of  Anesthesiology,  to 
apply  to  all  licensed  physicians  in  the  State  of  Arizona 
practicing  anesthesiology.  Considerable  discussion  en- 
sued. 

It  was  moved  and  carried  to  refer  Resolution  10-73 
back  to  the  Professional  Committee  for  additional  study 
and  recommendation. 

Request  to  Endorse  “Joint  Statement  on 
Administration  of  I.V.  Fluids  by  Registered 
Nurses  in  Arizona” 

At  the  request  of  the  Arizona  State  Nurses’  Associa- 
tion, the  Professional  Committee  recommended  the  As- 
sociation endorse  the  Revisions  of  the  1959  “Joint  State- 
ment on  Intravenous  Administration  of  Fluids  (including 
blood)  by  Registered  Nurses  Licensed  to  Practice  in 
Arizona.” 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  endorse  the  Revisions  of  the  “Joint  State- 
ment on  Intravenous  Administration  of  Fluids  (including 
blood)  by  Registered  Nurses  licensed  to  practice  in  Ari- 
zona.” 
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Training  and  Certification  of  Athletic  Trainers 

The  Professional  Committee  through  a survey  by  the 
Section  on  Athletic  Medicine  has  determined  a lack  of 
complete  medical  coverage  of  athletic  contests  and  prac- 
tice sessions  throughout  the  state.  It  is  recommended 
that  courses  be  developed  to  train  athletic  trainers. 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  encourage  the  Universities  in  the  State  of 
Arizona  to  offer  a curriculum  designed  to  train  and  cer- 
tify athletic  trainers. 

Hypnosis 

The  Professional  Committee  expressed  concern  with 
the  position  adopted  by  the  Board  of  Directors  during 
meeting  held  February  25,  1973,  on  hypnosis,  as  follows: 

“It  was  moved  and  carried  that  the  position  of  this 
Association  is  that  the  practice  of  hypnosis  be  limited 
to  licensed  practitioners  of  the  healing  arts  in  the  prac- 
tice of  their  respective  professions.” 

The  Professional  Committee  considered  the  position 
on  hypnosis  to  be  too  broad  a statement,  and  requested 
reconsideration. 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  considers  hypnosis  to  be  a component  of 
the  practice  of  medicine,  the  practice  of  dentistry,  or 
the  practice  of  clinical  psychology  by  those  appropriately 
licensed  for  that  practice. 

Zone  Therapy 

The  Professional  Committee  presented  an  article  ap- 
pearing in  the  Arizona  Republic,  Monday,  April  9, 
1973,  regarding  classes  being  taught  by  Mr.  Joe  Graz- 
iano,  Mesa  Community  College,  “Zone  Therapy”  (heal- 
ing through  foot  manipulation)  and  correspondence  to 
Mr.  Graziano  from  the  Board  of  Medical  Examiners 
ordering  cease  and  desist  in  the  event  he  was  engaging 
medical  services  in  violation  of  the  Medical  Practice 
Act.  The  Committee  also  considered  the  response  to 
the  Board  of  Medical  Examiners  from  the  Maricopa 
County  Community  College  District. 

It  was  moved  and  carried  that  in  view  of  the  fact 
that  there  is  no  scientific  evidence  to  substantiate  any 
validity  to  “Zone  Therapy,”  that  the  Arizona  Medical 
Association  strongly  oppose  the  inclusion  of  any  such 
instruction  in  a tax-supported  Community  College.  Fur- 
ther, that  the  President  of  Mesa  Community  College 
and  the  President  and  Chairman  of  the  Governing  Board 
of  the  Maricopa  County  Community  College  District  be 
informed  of  this  opposition. 

Extended  Role  of  the  Nurse 

It  was  reported  that  rules  and  regulations  were  adopt- 
ed by  the  Arizona  State  Board  of  Nursing  6/15/73  on 
the  “extended  role  of  the  Nurse.”  Although  concern  was 
expressed  by  the  Professional  Committee  with  specifics 
mentioned  in  the  rules  and  regulations,  it  was  noted  that 
the  regulations  called  for  the  nurse  midwife  and  pediatric 
nurse  associate  to  collaborate  with  and  under  the  direc- 
tion of  a licensed  physician.  Therefore,  it  was  determined 
that  no  further  action  be  taken  at  this  time.  RECEIVED. 
Fannin  Incident 

Dr.  Ganelin  informed  the  Board  of  Directors  that  a 
request  was  received  from  a physician  that  investigation 
be  made  of  the  Fannin  incident.  The  Professional  Com- 
mittee determined  that  the  county  society  should  have 
original  jurisdiction  over  this  matter,  and  requested  the 
Maricopa  County  Medical  Society  to  inform  us  of  their 


results  of  the  investigation  of  the  alleged  unethical  con- 
duct of  certain  physicians.  RECEIVED. 

PUBLIC  RELATIONS  COMMITTEE 

Proposed  New  Program 

Dr.  Finney  reviewed  the  1972  Public  Relations  pro- 
gram and  presented  a new  program  for  1973-74.  The 
new  program  focus  is  on  prompt  response  to  criticism 
of  organized  medicine  and  the  profession,  expressing 
Association  concern  for  health  and  well  being  of  Arizona 
residents,  and  underscoring  positive  aspects  of  the  pro- 
fession and  true  professionalism  of  the  Association  mem- 
bers. Dr.  Finney  requested  additional  budget  to  accom- 
plish the  new  program  in  the  amount  of  $4,375.00  for 
the  balance  of  1973. 

It  was  moved  and  carried  to  approve  the  program 
presented  by  the  Public  Relations  Committee  subject  to 
approval  of  the  Finance  Committee  for  additional 
budget. 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

1974  Annual  Meeting 

It  was  moved  and  carried  to  approve  the  format  for 
the  1974  Annual  Meeting  presented  by  the  Scientific 
Assembly  Committee,  including  the  increase  in  the  regis- 
tration fees,  and  to  authorize  use  of  Wednesday  morn- 
ing for  a program  beginning  at  10:00  A.M.,  so  as  not 
to  conflict  with  the  Reference  Committee. 

The  Board  of  Directors  also  approved  recommenda- 
tion that  Northwestern  Medical  School  of  Northwestern 
University  be  invited  to  provide  the  program  for  the 

1975  meeting  to  be  held  in  Tucson;  and  that  Donald 
Ziehm,  M.D.,  be  assistant  chairman  for  the  1974  meet- 
ing, with  the  understanding  that  he  would  be  chairman 
of  the  Scientific  Assembly  Committee  for  the  1975  meet- 
ing; and  that  the  1976  meeting  be  held  at  the  Safari 
Hotel  in  Scottsdale  on  the  dates  of  April  27-May  1, 
1976. 

A.  H.  Robins  Company  Community  Service  Award 

The  Scientific  Assembly  Committee  urged  the  Board 
of  Directors  by  letter  to  restrict  the  presentation  of  the 
“A.  H.  Robins  Company  Community  Service  Award”  to 
physicians  who  have  shown  true  community  service.  The 
committee  felt  that  while  service  to  and  within  the 
profession  was  most  admirable,  that  this  award  should 
be  considered  only  for  those  who  have  exemplary  activi- 
ties in  the  community.  RECEIVED. 

AD  HOC  BLUE  SHIELD  BLUE  RIBBON 
COMMITTEE 

It  was  moved  and  carried  to  confirm  appointments 
to  the  Ad  Hoc  Blue  Shield  Blue  Ribbon  Committee  as 
follows: 

John  J.  Standifer,  M.D.,  Chairman 

Richard  S.  Armstrong,  M.D. 

James  A.  Austin,  M.D. 

Chester  G.  Bennett,  M.D. 

Richard  L.  Dexter,  M.D. 

Arnold  H.  Dysterheft,  M.D. 

Donald  F.  Griess,  M.D. 

James  L.  Grobe,  M.D. 

Robert  E.  Hastings,  Jr.,  M.D. 

William  B.  Helme,  M.D. 

Vernor  F.  Lovett,  M.D. 

Wallace  A.  Reed,  M.D. 
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Donald  A.  Schaller,  M.D. 

George  Seharf,  M.D. 

Lawrence  J.  Shapiro,  M.D. 

Arthur  C.  Stevenson,  M.D. 

Ashton  B.  Taylor,  M.D. 

John  W.  Vosskuhler,  M.D. 

Glen  H.  Walker,  M.D. 

Budget 

There  was  considerable  discussion  on  the  suggestion 
of  a $1,000.00  budget  for  the  activities  of  the  ad  hoc 
Blue  Shield  Blue  Ribbon  Committee. 

It  was  moved  and  carried  to  table  the  request  for  a 
$1,000.00  budget. 

AD  HOC  INTERN  AND  RESIDENT 
MEMBERSHIP  COMMITTEE 

Membership 

It  was  moved  and  carried  to  confirm  the  appoint- 
ments of  James  Evers,  M.D.,  and  Lee  A.  Fischer,  M.D., 
to  the  Ad  Hoc  Intern  & Resident  Membership  Com- 
mittee. 

Budget 

It  was  moved  and  carried  to  approve  the  request  for 
$300.00  budget  for  the  Ad  Hoc  Intern  and  Resident 
Membership  Committee,  subject  to  review  by  the  Fi- 
nance Committee. 

Intern  & Resident  Participation  in  ArMA  Conventions 

Request  through  AMA,  Intern  and  Resident  business 
session,  for  the  Association  to  sponsor  Intern  and  Resi- 
dent participation  during  AMA  conventions  was  con- 
sidered. 

It  was  moved  and  carried  to  send  one  Intern  or  Resi- 
dent to  AMA  Conventions  at  the  expense  of  the  Arizona 
Medical  Association,  subject  to  the  approval  of  the 
Finance  Committee;  further,  that  final  responsibility  for 
the  selection  of  Intern  or  Resident  participation  be  left 
with  the  Executive  Committee. 

AD  HOC  COMMITTEE  ON 
MATERNAL  & CHILD  CARE 

It  was  moved  and  carried  to  confirm  the  following 
appointments  to  the  Ad  Hoc  Committee  on  Maternal 
and  Child  Care: 

Raymond  J.  Jennett,  M.D.,  Chairman 
James  A.  Austin,  M.D. 

Jack  D.  Bashaw,  M.D. 

Frederic  W.  Baum,  M.D, 

James  L.  Bevan,  M.D. 

Richard  E.  Brown,  M.D. 

William  K.  Carlile,  M.D. 

Walter  B.  Cherny,  M.D. 

C.  Donald  Christian,  M.D. 

Daniel  T.  Cloud,  M.D. 

Warren  A.  Colton,  Jr.,  M.D. 

William  J.  R.  Daily,  M.D. 

Jack  H.  Demlow,  M.D. 

Glenn  M.  Friedman,  M.D. 

Thomas  R.  Harris,  M.D. 

James  W.  LaBelle,  M.D- 
Elmer  S.  Lightner,  M.D. 

Derrill  B.  Manley,  M.D. 

William  W.  McKinley,  Jr.,  M.D 
Gerald  T.  McMahon,  M.D. 

Belton  P.  Meyer,  M.D. 

William  J.  Moore,  M.D. 


David  Pent,  M.D. 

Duncan  E.  Reid,  M.D. 

Hermann  S.  Rhu,  Jr.,  M.D. 

Ted  J.  Stuart,  Jr.,  M.D. 

Joseph  S.  Whaley,  M.D. 

Raymond  E.  Williams,  M.D. 

Budget 

It  was  moved  and  carried  to  approve  the  recommenda- 
tion of  a $300.00  budget  for  the  Ad  Hoc  Committee  on 
Maternal  and  Child  Care  subject  to  approval  of  the 
Finance  Committee. 

CORRESPONDENCE 

Community  Home  Care  Services 

Letter  of  appreciation  from  Mrs.  Alsever,  President, 
Community  Home  Care  Services,  for  the  office  space 
provided  by  the  Association  was  received. 

Woman’s  Auxiliary  to  AMA 

Letter  of  appreciation  was  received  from  Mrs.  Beckley, 
President,  Woman’s  Auxiliary  to  the  AMA,  for  the 
many  courtesies  extended  to  her  during  the  ArMA 
Annual  Meeting. 

Woman’s  Auxiliary  to  ArMA 

Letter  of  appreciation  was  received  from  Mrs.  Fisher, 
Past  President,  for  setting  up  and  funding  the  address- 
ograph  system  for  auxiliary  members. 

Maricopa  County  Medical  Society 

The  Board  of  Directors  considered  letter  from  the 
Maricopa  County  Medical  Society  concerning  the  prob- 
lems the  medical  staff  is  having  with  the  St.  Joseph’s 
Hospital  Governing  Board.  Dr.  Cloud  reviewed  the 
action  taken  by  the  AMA  House  of  Delegates  during 
the  1973  Annual  Meeting,  Resolution  104.  Substitute 
resolution  adopted  as  follows: 

“Resolved,  That  the  American  Medical  Association 
declares  that  any  proposal  or  arrangement  between 
a hospital  board  of  trustees  and  its  medical  staff 
that  conflicts  with  the  AMA  Principles  of  Medical 
Ethics  is  improper;  and  be  it  further 

Resolved,  That  unilateral  changes  in  medical  staff 
bylaws  by  hospital  board  of  trustees  is  also  im- 
proper; and  be  it  further 

Resolved,  That  the  AMA  suggests  that  the  following 
preamble  be  included  in  all  medical  staff  bylaws: 
The  hospital  and  the  medical  staff  have  a duty 
to  cooperate  in  their  mutual  responsibility  of  as- 
suring the  highest  quality  of  patient  care  standards 
within  the  hospital.  Only  physicians  can  practice 
medicine  under  the  laws  of  the  state.  In  those  areas 
in  which  medical  judgment  and  the  evaluation  of 
professional  competence  are  involved,  the  hospital 
has  a duty  to  rely  upon  the  judgments  and  recom- 
mendations of  the  medical  staff,  to  cooperate  and 
to  provide  needed  assistance  with  full  understanding 
that  the  primary  responsibility  is  that  of  the 
medical  staff.” 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  endorse  Resolution  104,  adopted  by  the 
AMA  House  of  Delegates,  1973  Annual  Meeting,  as 
the  position  of  the  Arizona  Medical  Association  relative 
to  the  Medical  Staff  and  Hospital  Governing  Board. 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  bring  the  St.  Joseph’s  Hospital  situation  to 
the  attention  of  the  AMA  Judicial  Council,  requesting 
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their  opinion  in  light  of  adopted  Resolution  104  and/or 
a strong  statement  of  assistance:  further,  that  the  Asso- 
ciation authorize  Daniel  T.  Cloud,  M.D.,  to  attend  the 
next  possible  Judicial  Council  Meeting  for  this  purpose 
at  Association  expense. 

OTHER  BUSINESS 

National  Health  Service  Corps  — Gila  Bend 

Letter  was  received  from  Comprehensive  Health  Plan- 
ning Council  of  Maricopa  County  requesting  endorse- 
ment for  physicians  through  National  Health  Service 
Corps  for  Gila  Bend.  Concern  was  expressed  that  there 
is  a physician  residing  and  practicing  in  Gila  Bend,  and 
whether  there  is  a need  for  additional  physicians. 

It  was  moved  and  carried  to  table  endorsement  of 
the  application. 

P.S.R.O. 

The  following  letter  was  received  from  the  office  of 
the  Secretary  of  H.E.W.,  Washington,  D.C.,  on  July 
18,  1973,  and  presented  to  the  Board  for  consideration: 

“As  you  are  probably  aware,  the  Secretary  of  Health, 
Education  and  Welfare  is  required  to  designate  Profes- 
sional Standards  Review  Organization  (PSRO)  areas 
throughout  the  country  by  January  1,  1974.  In  prepar- 
ing to  fulfill  this  responsibility,  the  Department  has 
undertaken  the  preliminary  task  of  assembling  appro- 
priate information  and  statistical  data  which  could  serve 
as  a basis  for  arriving  at  area  designation  decisions. 
Based  on  our  preliminary  analyses  of  these  data,  we 
have  developed  alternatives  for  designations  that  appear 
to  be  consistent,  in  general,  with  local  patterns  of 
medical  practice,  the  location  of  physicians,  the  distri- 
bution of  health  care  institutions,  the  topography  of 
the  State  and  considerations  of  administrative  feasibility. 
These  alternatives  and  the  guidelines  and  data  used 
to  develop  them  are  endorsed  for  your  consideration. 

“It  is  clear  to  us,  however,  that  such  analyses  are 
preliminary.  We  are,  therefore,  most  anxious  to  secure 
your  views  as  to  the  feasibility  of  these  alternatives  and 
to  obtain  your  considered  judgments  and  recommenda- 
tions on  the  appropriate  boundaries  for  the  PSRO  area 
that  would  encompass  your  community.  We  believe  that 
the  contributions  of  knowledgeable  organizations  such  as 
yours  to  the  initial  planning  for  the  PSRO  program 
is  not  only  desirable  but  essential  to  its  successful  imple- 
mentation. The  PSRO  program  depends  for  its  success 
on  the  freely  given  and  sincere  cooperation  of  all  the 
members  of  the  health  care  community  — physicians, 
health  institutions,  and  governmental  agencies.  The  ob- 
jective of  the  Department  of  Health,  Education  and 
Welfare  is  to  assure  that  nothing  stands  in  the  way  of 
such  cooperation,  and  that  consultation  on  the  local 
level  with  all  interested  and  participating  community 
organizations  remains  a constant  element  of  the  pro- 
gram. 

“To  facilitate  this  process  the  Regional  Health  Di- 
rectors of  the  Department  of  Health,  Education  and 
Welfare  have  been  given  the  responsibility  for  arrang- 
ing meetings  of  representatives  of  interested  organiza- 
tions in  each  of  the  States  in  their  region.  These  meet- 
ings will  be  devoted  to  receiving  reactions  to  our  alter- 
natives for  area  designations  and  any  additional  sugges- 
tions you  may  have.  Following  these  meetings  each 
Regional  Health  Director  will  compile  the  information 


he  receives  and  make  his  recommendations  for  area 
designations  in  each  State  in  his  region.  These  will  carry 
considerale  weight  in  the  final  area  designation  deci- 
sions. Thus,  your  attendance  and  active  participation  is 
essential.  If  you  wish  to  send  a representative,  please 
call  or  write,  by  July  23,  the  person  in  the  Office  of  the 
Regional  Health  Director  responsible  for  setting  up  the 
meeting.  The  enclosed  list  gives  their  names,  addresses, 
and  phone  numbers. 

“The  regional  offices  will  be  most  interested  in  re- 
ceiving your  contributions  to  these  area  designation  deci- 
sions, which  in  turn  will  be  so  vital  to  the  overall 
success  of  the  PSRO  program.” 

/s/  William  I.  Bauer,  M.D. 
Director,  Office  of 
Professional  Standards  Review 

Enclosure 

“Designation  of  Areas  — Arizona 

“There  appear  to  be  two  alternatives  for  designating 
areas  in  Arizona.  One  alternative  is  to  designate  the 
entire  State  as  one  PSRO  area  encompassing  the  State’s 
2,000  practicing  physicians  and  6,000  hospital  beds;  the 
other  is  to  divide  the  State  into  two  PSRO  areas  based 
upon  the  two  MADOC  areas  which  also  encompass  the 
State’s  only  two  CHP  areas.  (Area  #1  would  include  the 
following  counties:  Maricopa,  Gila,  Mohave,  Coconino, 
Navajo,  Yavapai  and  Apache.  Area  #2  would  include: 
Pima,  Pinal,  Yuma,  Santa  Cruz,  Graham,  Greenlee  and 
Cochise.)  This  latter  division  would  have  the  advantage 
of  medical ' care  claims  for  peer  review  flowing  to  the 
State’s  two  major  metropolitan  centers  — Phoenix  and 
Tucson.” 

Considerable  discussion  ensued  regarding  the  pros 
and  cons  of  a single  PSRO  and  two  or  more  within 
the  State;  the  role  of  Maricopa  and  Pima  Foundations 
for  Medical  Care,  and  whether  the  United  Medical  Care 
Foundations  of  Arizona  could  be  a P.S.R.O.  if  a single 
agency  was  designated. 

It  was  moved  and  carried,  by  written  ballot,  that  the 
Arizona  Medical  Association  support  the  concept  of  one 
P.S.R.O.  for  the  State  of  Arizona. 

Arizona  Diabetes  Association 

Letter  of  appreciation  for  use  of  office  space  and 
request  for  an  additional  six  months  use  of  space  in 
the  Association  headquarters  building  was  received  from 
the  Arizona  Diabetes  Association. 

It  was  moved  and  carried  to  approve  the  extension 
of  six  months  for  use  of  office  space,  as  requested  by 
the  Arizona  Diabetes  Association. 

Arizona  Crippled  Children 

Letter  dated  July  16,  1973,  from  Pima  County  Medi- 
cal Society  concerning  the  appointments  to  the  medical 
staff  of  Arizona  Crippled  Children’s  Clinic,  Tucson,  was 
reviewed. 

It  was  moved  and  carried  to  refer  the  Pima  County 
Medical  Society  request  to  the  Ad  Hoc  Committee  on 
Maternal  and  Child  Care,  suggesting  that  the  Section 
on  Services  to  Children  take  this  into  consideration; 
further,  that  the  Section  include  representation  from 
specialties  practicing  with  crippled  children. 

Meeting  adjourned  4:17  p.m. 

Edward  Sattenspiel,  M.  D. 

Secretary 
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Burns 


HERE 


When  parenteral  analgesia 
is  no  longer  required, 
Empirin  Compound  with 
Codeine  usually  provides  the 
relief  needed. 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 


€ prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law) ; by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  1). ♦Warning- 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  31/2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nicely, 
but  it  still 


EMPIRIN 


COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
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1973-74 

AMA-ERF  Mrs.  Lawrence  Bailey  (Mary  Ann) 

712  West  Oregon,  Phoenix  85013 

BYLAWS  Mrs.  Glen  Walker  (Ruth) 

Box  1225  Coolidge,  85228 

COMMUNITY  HEALTH  EDUC Mrs.  Bovd  Metcalf  (Kay) 

5701  Calle  Del  Paisano,  Phoenix,  85018 

COMMUNITY  HEALTH  SERV Mrs.  Ralph  Linden  (Sylvia) 

1971  West  15th  Street.  Yuma,  85364 

CONVENTION  Mrs.  Dennis  E.  We;'and  (Jeanne) 

5826  N.  Monte  Vista  Drive,  Scottsdale  85253 

FINANCE  Mrs.  Carl  Shrader,  Jr.,  (Ginny) 

1615  Aztec,  Flagstaff,  86001 

GEMS  Mrs.  David  Gilbert  (Fay) 

Box  1030  Payson,  85541 

HAMER  EDUC.  LOAN  FUND  ....Mrs.  Alvin  Swenson  (Vicki) 
5250  Bartlett  Circle,  Phoenix  85016 

HEALTH  MANPOWER  Mrs.  Luis  Tan  (Mary  Jo) 

3510  East  Nita  Road,  Paradise  Valley 

HOSTESS  Mrs.  James  Hopkins  (Pat) 

37  N.  Country  Club  Drive  Phoenix,  85014 
INTERNATIONAL  HEALTH  ....  Mrs.  B.  L.  Whitman  (Alberta) 
V.  A.  Center,  Box  22  Prescott,  86301 

LEGISLATION  Mrs.  Warren  S.  Williams  (Pete) 

Route  5.  Box  893,  Tucson,  85718 
TEMPE  MESA,  CHANDLER.  LIAISON 

Mrs.  Tohn  Hanigsberg  (Barbara) 
1610  East  Donner  Street,  Tempe,  85282 
ORGANIZATION  & MEMBERSHIP  Mrs.  Howard  Kimball  (Ella) 
414  West  Nqrihview  Avenue,  Phoenix  85021 

PROCEDURES  & GUIDELINES  Mrs.  M.  J.  Harvey  (Rita) 

P.O.  Box  1729,  Lake  Havasu  City,  86403 

PROGRAM  Mrs.  Raymond  Vaaler,  (Ann) 

3624  North  54th  Court,  Phoenix,  85018 

PUBLICATIONS  Mrs.  Orlin  Wry  (Connie) 

2521  N.  Shade  Tree  Lane,  Tucson  85715 

PUBLIC  RELATIONS  Mrs.  George  Stavros  (Theresa) 

315  W.  Kaler,  Phoenix  85021 

REPORTS  Mrs.  Charles  Kalil  (Ylma) 

1300  East  Missouri  Ave.,  Phoenix 

WASAMA  Mrs.  Wm.  Price  (Ann) 

4524  N.  59th  Avenue,  Phoenix,  85033 


ARIZONA  MEDICINE  555 


What  it  means 
to  live  and  work  in 
Tipton  County, 

lennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5%  of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5%  for  white  males  and  19.5% 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  similar  population,  wherever 
people  work  or  play  out-of-doors. 


Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


□ Persons  without  solar  keratoses  IH  Persons  with  solar  keratoses 


Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Solar,  actinic,  senile  keratoses 

Called  by  many  names,  the  typical  lesion  is  flat 
or  slightly  elevated,  brownish  or  reddish  in 
color,  papular,  dry,  adherent,  rough,  sharply 
jdefined;  usually  multiple  lesions,  chiefly  on 
'exposed  portions  of  the  skin. 

Sequence/selectivity  of  response 

Erythema  in  areas  of  lesions  may  begin  after 
several  days  of  therapy;  height  of  reaction 
(only  in  affected  areas)*  usually  occurs  within 
two  weeks,  declining  after  discontinuation  of 
therapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
to  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
dence of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
with  care  near  the  eyes,  nose  and  mouth. 

5%  cream-a  Roche  exclusive 

Only  Roche  formulates  the  5 % cream . . . 
high  in  patient  acceptability . . . high  in  clinical 
efficacy,  especially  for  lesions  of  hands  and 
forearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningatapplication  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia: 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex6 

(fluorouracil) 

cream/solution 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


hen  the  asthmatic 
can  anticipate 
the  attack 

Bronkotabs 


Each  tablet  contains  ephedrine  sulfate  24  mg;  theophylline  100  mg 
glyceryl  guaiacolate  100  mg;  phenobarbital  8 mg 
(warning:  may  be  habit-forming). 


can  help  forestall  or  relieve  it 


Why  day  to  day  maintenance  therapy  with 
Bronkotabs  helps  control  asthmatic  attacks: 

Bronkotabs  relieves  bronchospasm  to 
open  airways  and  help  keep  them  open. 

Bronkotabs  thins  mucus  to  help  clear 
the  tracheobronchial  tree.  Bronkotabs 
decongests  bronchiolar 
mucosa  to  improve  the 
passage  of  air. 

Economical  long- 
term therapy. 


PRECAUTIONS  AND  ADVERSE 
EFFECTS:  Sympathomimetic  side 
effects  are  minimal,  and  there  are  none 
of  the  dangers  or  side  effects  associ- 
ated with  steroid  therapy.  However, 
frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleepless- 
ness. Should  be  used  with  caution  in 
the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsi- 
ness may  occur.  Ephedrine  may  cause 
urinary  retention,  especially  in  the 
presence  of  partial  obstruction,  as  in 
prostatism. 

DOSAGE:  Adults,  one  tablet  every 
three  or  four  hours,  four  or  five  times 
daily.  Children  over  six,  one-half  the 
adult  dose.  Children  under  six,  as 
directed. 

SUPPLIED:  Bottles  of  100  and  1,000 
tablets. 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states:  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skele- 
tal muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appro- 
priate therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase 
in  frequency  and/ or  severity  of  grand  mal 
seizures  may  require  increased  dosage  of 
standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency 
and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol 
and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbitu- 
rates and  alcohol)  have  occurred  follow- 
ing abrupt  discontinuance  (convulsions, 
[tremor,  abdominal  and  muscle  cramps, 
omiting  and  sweating).  Keep  addiction- 
arone  individuals  under  careful  surveil- 
ance  because  of  their  predisposition  to 
nabituation  and  dependence.  In  preg- 
nancy, lactation  or  women  of  childbearing 
age,  weigh  potential  benefit  against 
possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
mployed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
ts  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
enal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
[debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
iaundice,  skin  rash,  ataxia,  constipation, 
leadache,  incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor,  vertigo, 
Urinary  retention,  blurred  vision.  Para- 
doxical reactions  such  as  acute  hyper- 
excited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia, 
'age,  sleep  disturbances,  stimulation 
nave  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of  neu- 
tropenia, jaundice;  periodic  blood  counts 
and  liver  function  tests  advisable  during 
long-term  therapy. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  N J 07110 


If  there’s 
good  reason  to 
prescribe  for 
psychic  tension. 


When,  for  example, 
reassurance  and  counseling 
on  repeated  visits 
are  not  enough 

Effectiveness  is 
a good  reason  to 
consider  Valium 

(diazepam) 

2-mg,  5-mg, 
10-mg  tablets 


CALIFORNIA 

Chico  • 1378  Longfellow  Ave.  • 95926 
Telephone:  (916)  342-5612 
Los  Angeles  • 291  Coral  Circle 
El  Segundo,  California  • 90245 
Telephone:  (213)  772-3581 
Modesto  • 806  14th  St.  • 95354 
Telephone:  (209)  526-1086 
Sacramento  • 4330  Roseville  Rd. 

North  Highlands,  California  • 95660 

Telephone:  (916)  483-4976 

San  Diego  • 5248  Linda  Vista  Rd.  • 92110 

Telephone:  (714)  291-8120 

San  Francisco  • 253  E.  Harris  Ave. 

South  San  Francisco,  California  94080 
Telephone:  (415)  871-9543 


ARIZONA 

Phoenix  • 1841  No.  23rd  Ave.  • 85005 
Telephone:  (602)  254-7161 


COLORADO 
Colorado  Springs  • 4920  No.  Park 
Loop  • 80907 

Telephone:  (303)  598-3580 
Denver  • 1700  Vine  St.  • 80206 
Telephone:  (303)  255-1491 


FLORIDA 

Miami  • 1310  N.W.  74th  St 
• 33147 

Telephone:  (305)  691-6271 


NEW  JERSEY 

Newark  • 159  Terminal  Ave. 
Clark,  New  Jersey  • 07066 
Telephone:  (201)  382-8350 


OREGON 

Portland  • 5714  N.E.  Hassalo  St. 

• 97213  Telephone:  (503)  282-2295 


BE  SURE? 

CALI 


WASHINGTON 

Seattle  • 1191  Andover  Park  West 
Tukwila,  Washington  • 98188 
Telephone:  (206)  242-4850 
Spokane  • E.  327  1st  St.  • 99202 
Telephone:  (509)  624-4241 


UTAH 

Salt  Lake  City  • 809  W.  1700  South 
• 84104 

Telephone:  (801)  487-1381 


TEXAS 

Dallas/ Ft.  Worth  • 1701  S.  Great 
Southwest  Pkwy. 

Grand  Prairie,  Texas  • 75050 

Telephone:  (214)  263-4911 

Houston  • 115  Hyde  Park  Blvd.  • 77001 

Telephone:  (713)  526-2011 

San  Antonio  • 138  W.  Rhapsody  • 78216 

Telephone:  (512)  344-8303 


When  you  need  that  specific 
something  - NOW  - call  SCHERER 
. . . the  house  with  the  items,  more 
sizes,  more  complete  lines. 

SCHERER  is  known  as  the  “fastest  single  source”  for  the  most  respected 
names  in  Medical  and  Scientific  manufacturing.  And  for  good  reason. 
SCHERER  has  more  supply  points  and  better  men.  Be  sure.  Call  SCHERER! 
You’ll  find  them  “a  step  ahead.” 

Soiiepep Company  medical /scientific  supplies 


ARIZONA 


Phoenix  • 1841  North  23rd  Avenue  85005 
Telephone:  (602)  254-7161 


» 
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A BERGEN  BRUNSWIG  COMPANY 


STANFORD  UNIVERSITY  SCM^OL  OF  MEDICINE 

OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 

announces  an  interdepartmental  course  on 

INTENSIVE  CARE 

October  29,  30,  31,  November  1,  2,  1973 


Designed  to  review  in  detail  the  practical  aspects  of  the  management  of  the  critically  ill  patient,  this  interdepartmental 
five-day  course  is  divided  into  three  parts:  a morning  lecture  series,  elective  problem-solving  sessions,  and  elective 
seminars  and  demonstrations.  The  course  content  and  presentations  have  been  developed  to  meet  the  needs  of 
practicing  physicians  and  surgeons. 

Tuition  for  the  course  is  $215,  with  registration  required  no  later  than  October  26.  This  course  has  been  oversub- 
scribed in  previous  years  and  early  registration  is  therefore  advised.  A refund  of  $190  will  be  allowed  if  cancellation 
is  received  by  October  24. 


COURSE  OUTLINE 


THE  LECTURE  SERIES  9 a.m.-12  noon  (M-F) 

Hemodynamic  Monitoring;  Myocardial  Revascularization;  Antiarrhythmic 
Drugs;  Respiratory  Failure  I:  Pathophysiology;  Respiratory  Failure  II:  Mani- 
festations and  Management;  Endocrine  Emergencies;  Clotting  Mechanisms; 
Common  Bleeding  Problems  in  Children;  Common  Bleeding  Problems  in 
Adults;  General  Approach  to  Serious  Infections;  Bacteremia,  Septic  Shock, 
Endocarditis;  Meningitis  and  Brain  Abscess;  Thromboembolism;  Adrenal 
Crisis;  Drainage  of  the  Urinary  Tract 

PROBLEM-SOLVING  SERIES  (elective  by  set) 1:30-2:30  p.m.  (M-Th) 

EKG  PROBLEMS:  Acute  Myocardial  Infarction;  Tachyarrhythmias;  Brady- 
arrhythmias;  ST-T  Changes  in  Severe  Illness 
BLOOD  GAS  AND  ACID-BASE  PROBLEMS:  Respiratory  Acidosis  and  Alka- 
losis; Metabolic  Acidosis;  Metabolic  Alkalosis;  Oxygen  Transport 
SALT  AND  WATER  PROBLEMS:  Water;  Sodium;  Potassium;  Miscellaneous 
Syndromes 

CIRCULATORY  CRISES:  Shock;  Pericardial  Tamponade;  Pulmonary  Edema; 
Pulmonary  Embolism 

SEMINAR  AND 

DEMONSTRATION  SERIES  (elective  by  set)  3:00-4:00  p.m.  (M-Th) 

ICU  METHODS:  Resuscitation;  CVP  and  Arterial  Lines;  Use  of  Ventilators; 
Pacemakers 

TRAUMA:  Injuries  to  the  Face;  Injuries  to  the  Hand;  Injuries  to  the  Chest; 
Injuries  to  the  Head  and  Spine 

NEONATAL  CRISES:  Neonatal  Asphyxia;  Respiratory  Distress  Syndrome; 

Hemorrhagic  Disorders  of  the  Newborn;  Metabolic  Crises  in  the  Newborn 
ICU  MANAGEMENT  PROBLEMS:  Use  of  Blood  Components;  Acute  Renal 
Failure;  Oncologic  Emergencies;  Hyperalimentation 


FACULTY 

EDWIN  L.  ALDERMAN,  M.D. 
ROBERT  A.  CHASE,  M.D. 

ROY  B.  COHN,  M.D. 

DANIEL  D.  FEDERMAN,  M.D. 

J.  KENT  GARMAN,  M.D. 

F.  CARL  GRUMET,  M.D. 

JOHN  W.  HANBERY,  M.D. 

E.  WILLIAM  HANCOCK,  M.D. 
DONALD  C.  HARRISON,  M.D. 
HERBERT  N.  HULTGREN,  M.D. 

REX  L.  JAMISON,  M.D. 

JOHN  D.  JOHNSON,  MD 
JOHN  A.  LUETSCHER,  JR.,  M.D. 

ROY  H.  MAFFLY,  M.D. 

THOMAS  C.  MERIGAN,  JR.,  M.D. 
TADASHI  G.  NISHIMURA,  M.D. 
HARRY  A.  OBERHELMAN,  JR.,  M.D. 
MARK  G.  PERLROTH,  M.D. 

EUGENE  D.  ROBIN,  M.D. 

SAUL  A.  ROSENBERG,  M.D. 
EDWARD  RUBENSTEIN,  M.D. 
STANLEY  L.  SCHRIER,  M.D. 

JOHN  S.  SCHROEDER,  M.D. 

IRVING  SCHULMAN,  M.D. 

NORMAN  E.  SHUMWAY,  M.D. 
ALFRED  P.  SPIVACK,  M.D. 

THOMAS  A.  STAMEY,  M.D. 

PHILIP  SUNSHINE,  M.D. 

KENNETH  L.  VOSTI,  M.D. 


APPLICATION  FORM 

INTENSIVE  CARE  October  29-November  2,  1973 

Fee:  $215 


Last 

First 

Middle 

ADDRESS 

Street 

City 

State 

Zip  Code 

MEDICAL  SCHOOL 

DEGREE 

YEAR 

TYPE  OF  PRACTICE 

DAYTIME  PHONE 

Please  make  your  check  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE  and  mail  to  the  Office  of  Postgraduate  Medical  Educa- 
tion, Stanford  University  School  of  Medicine,  M121,  Stanford,  California  94305. 

ATTENDANCE  LIMITED— ADVANCE  REGISTRATION  REQUIRED 


SOMETHING 

BETTER 


HAPPENED  FEBRUARY  1,  1971 

When  the  Arizona  Medical  Association's 
Travelers  malpractice  coverage  began. 

BEFORE: 

Arbitrary  Classifications 
Rising  rates,  surcharges,  dwindling 
markets,  non-standard  policies, 
peremptory  cancelations 

AFTER — AND  NOW: 

Published,  consistent  rating. 

Under  bureau  rating 

No  bobtail  or  warranty  restrictions. 

ArMA  gets  all  Travelers  figures. 

Five  year  program  guarantee.  Standard 
policy  at  standard  prices.  Stability 
and  integrity  for  you. 


Phoenix  and  Northern  Arizona 
Burns-Harrelson-Burns 

5045  North  12th  Street 
Phoenix  85014 
Phone  266-441 1 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  & Associates 

5902  East  Pima 
Tucson  85712 
Phone  885-2375 

Do  it  today! 


TRAVELERS  Insurance  Co  in  pan  i« 

HARTFORD.  CONNECTICUT 


The 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

TO]E  PLAQUE  SHOP 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 
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7 231  EAST  FIRST  AVENUE* 
SCOTTSDALE,  ARIZONA  85251* 
(602)  945-9338 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882  - 6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$7.00  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 
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Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  85012 
3424  North  Central  Avenue  Phone:  248-8500 


Uledica!  Center  'X-Kaij  and  Clinical  iaieratertf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 


CLINICAL  PATHOLOGY 


DIAGNOSTIC  X-RAY 


PORTABLE  X-RAY  AND  E.K.G.  SERVICE 


ELECTROCARDIOGRAPHY 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 


Martin  L.  List,  M.D.,  Radiologist 


Diplomates  of  American  Board  of  Radiology 


George  B.  Kent,  Jr.,  M.D. , Consultant  Pathologist 


Duke  R.  Gaskins,  M.D. 
Medical  Director 


Carl  T.  Kirchmaier,  M.D. 
Associate  Medical  Director 


ATTENDING  PHYSICIAN'S  STATEMENT 
NEEDED  TO  ISSUE  NEW  POLICY 

When  we  request  a medical  history  report  from 
you  on  one  of  our  applicants,  we  feel  it  is  essential 
to  making  an  underwriting  decision  that  is  fair 
to  the  applicant. 

As  a service  to  your  patient  and  our  applicant, 
your  prompt  reply  is  greatly  appreciated. 


/Vy\ 

T H E(HBJS]lIFE 

INSURANCE  COMPANY 

Home  Office:  1337  North  First  St.,  Phoenix 


It  is  so  ^assuring 

to  know  that  soigeone 

wlio  is  loved  by  others  is  in 


m. 


sin  eifyiibnmeqt  of  devotion, 

dedication  and  enlightenment. 
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Your  bookkeeper  still  hasn’t  talked  to  Monica? 


Maybe  we  should  introduce  them. 
If  you  average  over  100  customer  statements  a month,  our 
talking  computer,  Monica,  can  be  very  helpful. 
You  call  a special  Valley  Bank  number,  using  any  ordinary 
touch-tone  telephone.  Our  computer  will  answer  — in  a 
clear,  human  voice.  Then,  step  by  step,  our 
computer  will  describe,  by  voice,  how  to  record 
your  transaction  — just  by  pushing  buttons 

on  the  phone. 

All  information  you  send  is  automatically 
repeated,  by  voice,  to  assure  accuracy.  And  you 
get  an  instant  balance  for  final  verification. 
On  cut-off  each  month,  all  the  paper  work  is 
handled  automatically.  Statements  are 
mailed  within  48  hours. 
Call  261-1665  in  Phoenix  — or  792-7370  in 
Tucson  and  we’ll  introduce  you  to  our  Monica. 

We  think  it’s  time  the  two  of  you  had 
a nice  little  chat. 


Valley  National  Bank 
Business  Systems  Division 


Future 
Medical  Meetings 


DIAGNOSIS  AND  MANAGEMENT  OF  CARDIAC 
ARRYTHMIAS  IN  SURGICAL  PATIENTS 

September  4,  1 1,  18,  25,  1 973 
Tucson  Medical  Center,  Tucson,  AZ 

SPONSOR:  Tucson  Hospitals  Medical  Education 
Program 

CONTACT: 

Peter  J.  Whitney,  M.D. 

Eric  G.  Ramsay,  M.D. 

P.  O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  4 elective  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


6TH  ANNUAL  SEMINAR  ON 
RESPIRATORY  CARE 

September  1 4 & 15,  1 973 
Ramada  Inn,  Phoenix,  AZ 

SPONSOR:  Arizona  Society  for  Respiratory 
Therapy,  Inc. 

CONTACT: 

Joseph  St.  Charles,  III,  ARIT 
5852  East  34th  Street 
Tucson,  AZ  8571  1 

Approved  for  13  elective  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SYMPOSIUM  ON  RENAL  DISEASE 

Wednesdays,  Sept.  1 9 — Oct.  1 7,  1 973 
Marshall  Auditorium,  Tucson  AZ 

SPONSOR:  Tucson  Hospitals  Medical  Education  Program 

CONTACT: 

Stephen  Seltzer,  M.D. 

E.  G.  Ramsay,  M.D. 

P.  O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  5 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


GYNECOLOGICAL  LAPAROSCOPY 

October  8,  9,  1 0 & 1 1 
Good  Samaritan  Hospital 
And  the  Surgicenter 

SPONSOR:  Good  Samaritan  Hospital,  The 
Surgicenter  and  Arizona  Family 
Planning  Service 

CONTACT: 

David  Pent,  M.D. 

Program  Chairman 

c/o  Arizona  Family  Planning  Service 

2021  North  Central  Ave. 

Phoenix,  AZ  85004 

Approved  for  18  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education.  (Courses  will  also  be  offered 
in  November.) 


21st  ANNUAL  MEETING  OF  THE 
MEDICAL  SOCIETY  OF  USA  & MEXICO 

October  10-13,  1973 
Tucson,  Arizona 

SPONSOR:  Medical  Society  of  the 
United  States  and  Mexico 

CONTACT: 

Mrs.  Virginia  E.  Bryant,  Exec.  Sec'y- 
333  West  Thomas  Road,  Suite  No.  207 
Phoenix,  AZ  85013 


33rd  ANNUAL  CONGRESS  ON 
OCCUPATIONAL  HEALTH 

September  17-18,  1973 
Benjamin  Franklin  Hotel,  Philadelphia 

SPONSOR:  American  Medical  Association 
Dept,  of  Environmental,  Public 
& Occupational  Health 

CONTACT: 

Henry  F.  Howe,  M.D.,  Associate  Dir. 

Dept,  of  Environmental,  Public,  & 

Occupational  Health 
American  Medical  Association 
535  North  Dearborn  St. 

Chicago,  Illinois  60610 
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DISORDERS  OF  HEMOSTASIS 
AND  COAGULATION 

Wednesdays,  October  14-November  14,  1973 
Tucson  Medical  Center,  Tucson,  AZ 

SPONSOR:  Tucson  Hospitals  Medical  Education 
Program 

CONTACT: 

E.  G.  Ramsay,  M.D. 

Morris  Fine,  M.D. 

P.  O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


THE  ACUTE  MANAGEMENT  OF  SEMINAR  ON  URINARY  TRACT  H 

SPINAL  CORD  INJURIES  Novembers,  1973 

October  29-31,  1973  Maricopa  County  General  Hospital 


Safari  Hotel  Convention  Center 
Scottsdale,  AZ 

SPONSOR:  International  Medical  Society 
of  Paraplegia  and  V.  A.  Spinal 
Injury  Service 

CONTACT: 

John  S.  Young,  M.D. 

Perer  Hofstra,  M.D.  (V.A.) 
c/o  Spinal  Injury  Service 
Good  Samaritan  Hospital 
1033  East  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  17  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


CLINICAL  RHEUMATOLOGY:  THE  DIAGNOSIS 
AND  TREATMENT  OF  ARTHRITIS  AND  RELATED 
DISEASES  (A  Postgraduate  Course,  ACP) 

October  29-November  2,  1973 
Arizona  Medical  Center,  Tucson,  AZ 

SPONSOR:  American  College  of  Physicians 

CONTACT: 

C.A.L.  Stephens,  Jr.,  M.D. 

5100  E.  Grant  Rd. 

Tucson,  AZ  85712 

Approved  for  25  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PRACTICAL  PEDIATRICS  FOR 
FAMILY  PRACTITIONERS 

November  3,  1 973 

St.  Joseph's  Hospital  & Medical  Center 
Phoenix,  AZ 

SPONSOR:  St.  Joseph's  Hospital  & Medical  Center 

CONTACT: 

Melvin  L.  Cohen,  M.D. 

St.  Joseph's  Hospital 
302  W.  Thomas  Road 
Phoenix,  AZ  8501  3 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SPONSOR:  Maricopa  County  General  Hospital 
Department  of  Radiology 

CONTACT: 

H.  F.  Lenhardt,  M.D.,  F.A.C.S. 

Director  of  Medical  Education 
Maricopa  County  General  Hospital 
2601  E.  Roosevelt 
Phoenix,  AZ  85008 

Approved  for  9 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


EMERGENCY  MEDICAL  SERVICES  SYMPOSIUM 

November  15-17,  1973 
Phoenix  Civic  Plaza 

SPONSOR:  Maricopa  County  Medical  Society, 

Arizona  Aegional  Medical  Program 
Comprehensive  Health  Planning  Council, 

Arizona  State  Dept,  of  Public  Safety 

CONTACT: 

MacDonald  Wood,  M.D.,  Chairman 
E.M.S.  Symposium  Committee 
550  West  Thomas  Road 
Phoenix,  AZ  85013 
Phone:  277-681  1 


THE  AMERICAN  COLLEGE  OF  PHYSICIANS 
REGIONAL  MEETING 

November  1 6 & 17,  1 973 
U of  A College  of  Medicine 

SPONSOR:  Arizona  Chapter,  American  College  of 
Physicians 

CONTACT: 

Ashton  B.  Taylor,  M.D.,  F.A.C.P. 

Governor  for  Arizona 
The  American  College  of  Physicians 
444  W.  Osborn  Road 
Phoenix,  AZ  85013 
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Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


^255 iSic^^tn^ 

Since  t920" 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 

IK  3&SS  STOIC 


230$  N.  7tb  ST. 

DON  BRISCOE  - PHARMACIST 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


NEW  LUXURY  FOUR  STORY 
MEDICAL  BUILDING 

Arizona  Medical  Plaza 
1 728  West  Glendale  Avenue 
Phoenix,  Arizona 

Ninety  percent  occupied  needs  the  following 
physicians:  Neurologist;  Neurosurgeon;  Physi- 
cal Medicine  Specialist;  Gastroenterologist;  Al- 
lergist; Chest  Psysician  and  General  Practi- 
tioner. Please  call  Mr.  Bob  Ballard  264-1039. 


Medical  Transcription 
For  Physicians  and 
Hospitals 


MULLEN  MEDICAL  SERVICE 


4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 702 
100  W.  Clarendon  — Phoenix 
Telephone  263-8526 


WANTED 

Pleasant  personality  physician  in  relaxed  cli- 
mate office;  work  primarily  in  Headache,  U.R.I. 
and  allergy.  Office  has  Cytotoxic  testing  lab, 
Bio-feedback  training,  M.M.P.I.  done  by  com- 
putor,  and  E.E.N.T.  surgery  room.  We  are  add- 
ing eight  more  rooms  in  late  October.  If  you 
do  not  like  what  you  are  doing  now,  call  me. 
Practically  no  off-office  hours  calls.  Office  has 
well  trained  girls  and  is  completely  equipped. 
E.  G.  Barnet,  M.D.,  550  West  Thomas  Road, 
Phoenix,  AZ  85013. 


UNITED  COLLECTION  SERVICE 

Tempe  Office 

Tucson  Office 

1 602  East  Williams 

2030  E.  Broadway 

Tempe,  AZ  85281 

Suite  101 

Ph:  (602)  966-7275 

Tucson,  AZ  8571 9 
Ph:  (602)  884-8180  ; 

LOCATION  AVAILABLE 

Need  a thriving  location  in  a high  economic 
area  for  your  medical  practice?  Locate  in  the 
new  and  rapidly  growing  Scottsdale  Road- 
Shea  area.  Approximately  1100  sq.  ft.  Phone: 
948-3680. 


COLLECTION  PROBLEMS? 

Over  four  years  of  experience  in  Arizona  has 
proven  that  our  system  produces  excellent  re- 
sults using  "soft  collection"  methods  at  costs 
averaging  10%  of  moneys  recovered.  We  have 
documented  cases  of  recovery  costs  as  low  as 
2%.  Paid  accounts  are  the  best  accounts.  Call 
or  write:  American  Billing  Corporation  — 4014 
N.  7th  Street  — Phoenix,  Arizona  85014  — 
265-4729. 


CENTRAL  & BETHANY 

Four  or  Five  Bedroom,  2 3A  bath,  Custom  built 
home  on  over  one  acre  with  horse  privileges. 
Large  family  room  and  pool.  Home  remodeled 
three  years  ago  to  include;  all  new  kitchen, 
new  5 ton  refrigeration,  wall  to  wall  carpet 
and  drapes.  Owner  will  consider  carrying  mort- 
gage with  good  down  payment. 

Victor  Dad  or  Art  Toland,  Realty 
Specialists  944-2233 


Air  Evac  can  be  ordered  by  any 
physician  to  any  place  to 
transport  a patient  to  any  other 
place.  Call  the  very  hot  line, 

(602)  254-7150,  Phoenix,  Arizona. 

^ SAMARITAN  HEALTH  SERVICE^ 
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The  American  Doctor 
is  under  attack. 

What  are  we  going 
to  do  about  it? 

You’re  concerned  about  the  attacks.  The  AMA  is  just  as 
concerned.  But  what  are  we  doing  about  them?  Some  things 
we  can’t  do.  Some  things  we  can  do.  And  are  doing. 

We  can’t  control  the  media.  Its  freedom  is  a constitutional 
guarantee.  In  one  respect,  newsmen  are  very  much  like 
doctors.  They  resent  intrusions  in  their  area  of  responsibility. 

But  the  AMA  is  working  hard  to  influence  the  media  to 
follow  a policy  of  greater  fairness  and  objectivity  in  its  reporting. 
Overcoming  reporters'  basic  assumptions  is  a long  term 
educational  job.  And  the  AMA  is  devoting  more  money  and 
more  manpower  to  it. 

With  some  tangible  results.  The  media  is  growing  more 
aware  that  there  is  a doctor’s  side  to  every  story,  that  solutions 
to  national  health  problems  are  not  easy.  And  we  have 
succeeded  in  getting  more  doctors  on  public  programs  to 
express  the  profession’s  point  of  view. 

Things  won’t  change  overnight.  But  the  AMA  is  working 
on  it.  Hard.  And  we  need  your  support.  Find  out  more  about 
what  the  AMA  is  doing  for  you  and  the  public.  Send  for  the 
pamphlet,  “The  AMA  and  the  American  Doctor:  Sharing  a 
Common  Goal.”  Write:  Dept.  DW,  at  the  address  below. 


American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  6061 0 
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‘Antiacid”  action 
for  ulcer  patients 


ARIZONA 

MEDICINE 


What  the  Sleep  Research 
Laboratory  recorded 
about  DALMANEsleep...1 

(flurazepam  HCI) 

□ reduced  sleep  latency 

□ decreased  time  awake  after  sleep  onset 

□ increased  total  sleep  ti me 

The  polygraphic  techniques  of  the  sleep  research  laboratory  have 
objectively  documented  the  value  of  Dalmane  (flurazepam  HCI)  for 
patients  with  difficulty  falling  asleep  or  staying  asleep. 

Hundreds  of  hours  of  monitored  sleep1'9  have  shown  that  one 
30-mg  capsule  of  Dalmane  at  bedtime  generally  induced  sleep 
within  17  minutes,  significantly  reduced  time  awake  after  sleep  onset 
and  provided  7 to  8 hours  of  sleep.  Dalmane  effectiveness  was  main- 
tained even  over  14  consecutive  nights  of  administration,  demon- 
strating the  consistent  effectiveness  of  Dalmane. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of 
insomnia  characterized  by  difficulty  in 
falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning 
awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia 
is  often  transient  and  intermittent,  pro- 
longed administration  is  generally  not 
necessary  or  recommended. 

Contraindications:  Known  hypersen- 
sitivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15 
years  of  age.  Though  physical  and 


psychological  dependence  have  not 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addic- 
tion-prone individuals  or  those  who 
might  increase  dosage. . 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg 
to  preclude  oversedation,  dizziness  and/ 
or  ataxia.  If  combined  with  other  drugs 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive 
effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tend- 
encies. Periodic  blood  counts  and  liver 
and  kidney  function  tests  are  advised 
during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drows- 
iness, lightheadedness,  staggering, 
ataxia  and  falling  have  occurred,  partic- 
ularly in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 


heartburn,  upset  stomach,  nausea,  vomit- 
ing, diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpita- 
tions, chest  pains,  body  and  joint  pains 
and  GU  complaints.  There  have  also 
been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypo- 
tension, shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  exces- 
sive salivation,  anorexia,  euphoria,  de- 
pression, slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical 
reactions,  e.g.,  excitement,  stimulation 
and  hyperactivity,  have  also  been  re- 
ported in  rare  instances. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  30  mg  usual 
dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients: 

15  mg  initially  until  response  is 
determined. 

Supplied:  Capsules  containing  15  mg 
or  30  mg  flurazepam  HCI. 


What  the 
patients  reported 
when  they  awoke1 


□ more  rapid  sleep  induction 

□ increased  duration  of  sleep 

The  utility  of  any  sleep  medication  depends,  ultimately,  on  patient 
acceptance.  For  this  reason,  sleep  laboratories  evaluating  Dalmane 
(flurazepam  HCI)  have  obtained  the  patients'  own  estimates  of  their 
sleep  immediately  on  awakening  in  the  morning.  These  subjective 
evaluations  have  been  in  strong  agreement  with  the  polygraphic 
records,  confirming  polygraphic  evidence  of  Dalmane  effectiveness 
compared  to  placebo. 
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DALMANE 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  h.s  — usual  adult  dosage 
[15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s  — initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Triaminic"  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Triaminic"  Expectorant 
with  Codeine  © 

Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  forming); 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Triaminic  Expectorant  with  Codeine  is  a Schedule  V controlled  substance, 


The  Adult  Expectorants  that  are  great  for  kids,  too. 

B RB 


Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501 
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This  Scanning  Electron  Micrograph  (7000  X)  is  the  first  3-dimensional  view  of  a cell  in  an  ulcerated  duodenum.  The 
center  is  completely  denuded,  surrounded  by  fairly  well-preserved  microvilli.  This  SEM  photomicrograph  was  taken 
from  a scientific  exhibit  which  won  the  Hull  Award  as  the  “best  exhibit  on  original  research  or  instruction  on  a medical 
subject”  at  the  A.M.A.  Clinical  Convention,  November  26-29,  1972,  in  Cincinnati,  Ohio. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving) . 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 


prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated ) . Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 


TheTireless  Man 

whose  duodenal  ulcer  needs  a rest 

Up  early,  home  late,  often  with  a scratch  pad  filled  with  notes,  figures,  plans.  A few  hours’ 
sleep  and  then  another  long  day.  This  is  often  the  routine  of  the  tireless  hard-driver,  one- 
man  committee  with  enough  overwork  and  stress  to  wear  out  several  men.  But  his  duodenal 
ulcer  may  warn  him  with  sharp  discomfort  that  he  had  better  ease  up,  let  some  things  go, 
and  give  himself— and  his  ulcer— a rest. 

The  need  to  reduce  G.I. 
hypermotility  and  hypersecretion 

Overwork  together  with  overanxiety  are  often  principal  factors  in  exacerbating  a duodenal 
ulcer.  To  help  reduce  the  increased  gastric  secretions  and  hypermotility,  therapy  may  need 
to  include  treatment  for  associated  undue  anxiety— which  is  where  dual-action  Librax  can 
be  highly  useful. 

The  dual  nature  of  Librax 

Only  Librax  combines,  in  one  capsule,  the  antianxiety  action  of  Librium®  (chlordiaz- 
epoxide  HC1)  and  the  antisecretory  action  of  Quarzan®  (clidinium  Br) . As  an  adjunct  to  a 
therapeutic  regimen,  Librax  may  help  relieve  both  somatic  and  associated  anxiety  factors 
that  often  contribute  to  the  exacerbation  of  duodenal  ulcer  symptoms. 


Up  to  8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  should  be  adjusted  to  your  patient’s  requirements —1  or  2 
capsules,  3 or  4 times  daily.  Rx:  Librax  #35  for  initial  evaluation  of  patient  response 
to  therapy.  Rx : Librax  # 1 00  for  follow-up  therapy— this  prescription  for  2 or  3 weeks’ 
medication  can  help  maintain  patient  gains  while  permitting  less  frequent  visits. 


For  the  anxiety-linked  symptoms 
of  duodenal  ulcer 


adjunctive 


Librax# 


Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


reported  in  psychiatric  patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 

When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation,  extra- 
pyramidal  symptoms,  increased  and  decreased  libido— all  in- 
frequent and  generally  controlled  with  dosage  reduction;  changes 


in  EEG  patterns  (low-voltage  fast  activity)may  appear  during 
and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally 
with  chlordiazepoxide  hydrochloride,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  are  typical  of  anti- 
cholinergic agents,  i.e.,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy  and  constipation.  Constipation  has  occurred 
most  often  when  Librax  therapy  is  combined  with  other  spas- 
molytics and/or  low  residue  diets. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc.- 

Nutley,  N.J.  07110 


Recommendations'  on 
Combination  Live  Virus  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.” 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 
of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.” 

^For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept 
Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.” 


(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus) 
Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT1 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 
RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  !3  months,  5 months,  or  at  6 months,  depending  on  your  preference  or  on  the  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

'Trademark  of  Merck  & Co..  I nc. 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


M-M-R 

(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 


Single-dose  vials 


No  untoward  reactions  peculiar  to  the  combination 
vaccine  (M-M-R)  have  been  reported. 

Moderate  fever  (101-102.9  F)  occurs  occasionally.  High 
fever  (over  103  F)  occurs  less  commonly.  On  rare  occa- 
sions, children  who  develop  fever  may  exhibit  febrile 
convulsions.  Rash  (usually  minimal  and  without  gen- 
eralized distribution)  may  occur  infrequently. 

Since  clinical  experience  with  measles,  mumps,  and 
rubella  virus  vaccines  given  individually  indicates 
that  very  rarely  encephalitis  and  other  nervous  system 
reactions  have  occurred,  such  reactions  may  also  occur 
with  M-M-R.  A cause  and  effect  relationship,  however. 


has  not  been  established. 

Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  in- 
dividuals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Must  not  be  given  to  women  who  are  pregnant  or 
who  might  become  pregnant  within  three  months 
following  vaccination. 


Contraindications:  Pregnancy  or  possibility  of  preg- 
nancy within  three  months  following  vaccination;  in- 
fants less  than  one  year  old;  sensitivity  to  chicken  or 
duck,  chicken  or  duck  eggs  or  feathers,  or  neomycin; 
any  febrile  respiratory  illness  or  other  active  febrile 
infection;  active  untreated  tuberculosis;  therapy  with 
ACTH,  corticosteroids,  irradiation,  alkylating  agents, 
or  antimetabolites;  blood  dyscrasias,  leukemia,  lym- 
phomas of  any  type,  or  other  malignant  neoplasms 
affecting  the  bone  marrow  or  lymphatic  systems; 
gamma  globulin  deficiency,  i.e.,  agammaglobulinemia, 
hypogammaglobulinemia,  and  dysgammaglobulinemia. 
Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for 
immediate  use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or 
after  immunization  with  other  live  virus  vaccines; 
vaccination  should  be  deferred  for  at  least  six  weeks 
following  blood  transfusions  or  administration  of  more 
than  0.02  cc  immune  serum  globulin  (human)  per 
pound  of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a 
history  of  febrile  convulsions,  cerebral  injury,  or  any 
other  condition  in  which  stress  due  to  fever  should  be 
avoided.  The  physician  should  be  alert  to  the  tempera- 
ture elevation  which  may  occur  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from 
the  throat  has  occurred  in  the  majority  of  susceptible 
individuals  administered  the  rubella  vaccine.  There 
is  no  definitive  evidence  to  indicate  that  such  virus  is 
contagious  to  susceptible  persons  who  are  in  contact 
with  the  vaccinated  individuals.  Consequently,  trans- 
mission, while  accepted  as  a theoretical  possibility, 
has  not  been  regarded  as  a significant  risk. 
Attenuated  live  virus  measles  and  mumps  vaccines, 
given  separately,  may  temporarily  depress  tuberculin 
skin  sensitivity;  therefore,  if  a tuberculin  test  is  to  be 
done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 
Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 


Adverse  Reactions:  Fever,  rash;  mild  local  reactions 
such  as  erythema,  induration,  tenderness,  regional 
lymphadenopathy;  parotitis;  thrombocytopenia  and 
purpura;  allergic  reactions  such  as  urticaria;  arthritis, 
arthralgia,  and  polyneuritis. 

Occasionally,  moderate  fever  (101-102.9  F);  less  com- 
monly, high  fever  (above  103  F);  rarely,  febrile  con- 
vulsions. 

Encephalitis  and  other  nervous  system  reactions  that 
have  occurred  very  rarely  with  the  individual  vaccines 
may  also  occur  with  the  combined  vaccine. 

Transient  arthritis,  arthralgia,  and  polyneuritis  are 
features  of  natural  rubella  and  vary  in  frequency  and 
severity  with  age  and  sex,  being  greatest  in  adult  fe- 
males and  least  in  prepubertal  children.  Such  reac- 
tions have  been  reported  with  live  attenuated  rubella 
virus  vaccines.  Symptoms  relating  to  joints  (pain, 
swelling,  stiffness,  etc.)  and  to  peripheral  nerves  (pain, 
numbness,  tingling,  etc.)  occurring  within  approxi- 
mately two  months  after  immunization  should  be  con- 
sidered as  possibly  vaccine  related.  Symptoms  have 
generally  been  mild  and  of  no  more  than  three  days’ 
duration.  The  incidence  in  prepubertal  children  would 
appear  to  be  less  than  1%  for  reactions  that  would 
interfere  with  normal  activity  or  necessitate  medical 
attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vac- 
cine, containing  when  reconstituted  not  less  than 
1,000  TCIDso  (tissue  culture  infectious  doses)  of 
measles  virus  vaccine,  live,  attenuated,  5,000  TCID5o  of 
mumps  virus  vaccine,  live,  and  1,000  TCIDso  of  rubella 
virus  vaccine,  live,  expressed  in  terms  of  the  assigned 
titer  of  the  NIH  Reference  Measles,  Mumps,  and  Ru- 
bella Viruses,  and  approximately  25  meg  neomycin, 
with  a disposable  syringe  containing  diluent  and  fitted 
with  a 25-gauge,  5/a"  needle.  Also  in  boxes  of  10  single- 
dose vials  nested  in  a pop-out  tray 
with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  & Dohme,  Division  of  Merck 
Er  Co.,  INC.,  West  Point,  Pa.  19486 
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Banana-Flavored  DonnagelPG 

The  civilized  solution  to  the  age-old  problem  of  diarrhea. 


The  evolution  of  Donnagel'®PG: 

Kaolin  and  pectin  to  provide  demulcent-detoxicant  effects. 

Belladonna  alkaloids  for  antispasmodic  benefits. 

Powdered  opium,  the  therapeutic  equivalent  of  paregoric— without 
the  unpleasant  taste— to  promote  the  production  of  formed  stools  and 
lessen  the  urge. 

And  a delicious  banana  flavor  good  enough  for  the  most  discriminating 
tastes. 

All  together  in  the  evolutionary  discovery  that’s  the  best-tasting  way 
yet  to  treat  acute,  non-specific  diarrheas. 


DonnagelPG 

Donnagel  with  paregoric  equivalent. 


Each  30cc.  contains: 

Kaolin 6.0  g. 

Pectin 142.8  mg. 

Hyoscyamine  sulfate 0.1037  mg. 

Atropine  sulfate 0.0194  mg. 

Hyoscine  hydrobromide 0.0065  mg. 

Powdered  opium,  USP 24.0  mg. 

(equivalent  to  paregoric  6 ml.) 

(warning:  may  be  habit  forming) 

Sodium  benzoate 

(preservative) 60.0  mg. 

Alcohol,  5% 


(v  Available  on  oral  prescription  or  without  prescription 
in  compliance  with  applicable  state  and  local  law. 
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Chimp  courtesy  of  Ringling  Brothers  & Bamum  & Bailey  Combined  Shows,  Inc. 


A.  H.  Robins  Company,  Richmond,  Virginia  23220 
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Select  the  Robitussin® 
“Clear-Tract”  Formulation 
That  Treats  Your  Patient’s 
Individual  Coughing 
Needs: 


ROBITUSSIN® 
ROBITUSSIN  A-C® 
ROBITUSSIN-DM® 
ROBITUSSIN-PE® 
COUGH  CALMERS* 
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i you  want  for  your  patient. 


The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  systemically 
to  help  increasethe  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  @ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  15  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 
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ARIZONA  MEDICINE 


Address  all  correspondence  to  the 
Journal  Offices 
810  W.  Bethany  Home  Rd., 

Phoenix,  Arizona  8501 3 

Bruce  E.  Robinson 
Business  Manager 

National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced, on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


Rondomycin 

(methacydine  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults-  600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin1  (methacydine  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin1  (methacydine  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  'Rondomycin1  (methacydine  HCI):  150  mg  and  300  mg  capsules:  syruD  con- 
taining 75  mg/5  cc  methacydine  HCI. 

Before  prescribing,  consult  package  circular  or  latest  POR  information. 

Rev.  6/73 

if  f j WALLACE  PHARMACEUTICALS 

LVJ  CRANBURY,  NEW  JERSEY  08512 


When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomyciir  300., 

[metihacycline  HCI  Capsules 

Delivers  from  the  very  first  dose: 

tudies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


brand  of  jg 

betamethasone 

valerate  (0.1%) 

Cream /Ointment 

Plus  economy  B.  id.  dosage  often  found  effective ! 
Available  in  5, 15,  and  45  Gm.  tubes. 


( 81  of  84  patients )l 


CLINICAL  CONSIDERATIONS: 
Description  VALISONE  products  contain 
betamethasone  valerate  (9-fluoro-i  ip  ,17,21- 
trihydroxy-i6p  -methylpregna-i,4-diene-3,20- 
dione  17 -valerate).  Each  gram  of  VALISONE 
Cream  0.1%  contains  1.2  mg.  betamethasone 
valerate  (equivalent  to  1.0  mg.  betamethasone) 
in  a soft,  white,  hydrophilic  cream  of  watei; 
mineral  oil,  petrolatum,  polyethylene  glycol  1000 
monocetyl  ethei;  cetostearyl  alcohol,  monobasic 
sodium  phosphate,  and  phosphoric  acid;  4- 
chloro-m-cresol  is  present  as  a preservative.  Each 
gram  of  VALISONE  Ointment  0.1%  contains 
1.2  mg.  betamethasone  valerate  (equivalent  to 
1.0  mg.  betamethasone)  in  an  ointment  base  of 
liquid  and  white  petrolatum,  and  hydrogenated 
lanolin.  VALISONE  Cream  and  Ointment 
contain  no  parabens. 

Indications  VALI SONE  Cream  and 
Ointment  are  indicated  for  the  relief  of  the 
inflammatory  manifestations  of  corticosteroid- 
responsive  dermatoses. 

Contraindications  VALI  SONE  Cream  and 
Ointment  are  contraindicated  in  vaccinia  and 
varicella.  Topical  steroids  are  contraindicated  in 
those  patients  with  a history  of  hypersensitivity 
to  any  of  the  components  of  the  preparation. 
Precautions  If  irritation  develops  with  the 
use  of  VALISONE  Cream  or  Ointment, 
treatment  should  be  discontinued  and 
appropriate  therapy  instituted.  In  the 
presence  of  an  infection,  the  use  of  an  appro- 
priate antifungal  or  antibacterial  agent  should  be 
instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be 
discontinued  until  the  infection  has  been  ade- 
quately controlled.  If  extensive  areas  are  treated 
or  if  the  occlusive  technique  is  used,  the  pos- 
sibility exists  of  increased  systemic  absorption  of 
the  corticosteroid  and  suitable  precautions  should 
be  taken.  Although  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect  on  preg- 
nancy, the  safety  of  their  use  in  pregnant  females 
has  not  been  absolutely  established.  Therefore, 
they  should  not  be  used  extensively  in  pregnant 
patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  VALISONE  Cream  and  Oint- 
ment are  not  for  ophthalmic  use. 

Adverse  Reactions  The  following  local 
adverse  reactions  have  been  reported  with 
topical  corticosteroids:  burning,  itching, 
irritation,  dryness,  folliculitis,  hypertrichosis, 
acneform  eruptions,  and  hypopigmentation.  The 
following  may  occur  more  frequendy  with 
occlusive  dressings  than  without  such  therapy: 
maceradon  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  and  miliaria. 

Dosage  and  Administration  Apply  a thin 
film  of  VALISONE  Cream  or  Ointment  to  the 
affected  skin  areas  one  to  three  times  a day. 
Clinical  studies  of  VALISONE  have  indicated 
that  dosage  only  once  or  twice  a day  is  often 
feasible  and  effective.  AUGUST  1972 
For  more  complete  details,  consult  Schering 
literature  available  from  your  Schering 
Representative  or  Professional  Services 
Department,  Schering  Corporation, 
Kenilworth,  New  Jersey  07033. 

References:  (1)  Files  of  Headquarters  Medical  Research 
Division,  Schering  Corporation.  (2)  Carter,  V.  H.,  and 
Noojin,  R.  O .:  Curr.  The  rap.  Res . 9:253 , 1967.  (3)  Falk , M.  S.: 

Cutis  2:788,  1966.  (4)  Goldblum,  R.  W..  Pennsylvania  Med. 

6 9:50,  1966.  (5)  Nierman,  At.  M. : J.  Indiana  Al.  A.  10:1184, 

1966.  (6)  Zimmerman,  E.  H.:Arch.  Dermal.  95:514,  1967. 
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"Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  of 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  former 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 

Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  in- 
crease in  Blue  Shield  rates,  Dr.  Blas- 
ingame’s  newsletter  had  this  to  say: 

“In  general,  it  can  be  said,  MD’s 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  their 
patients... 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  world 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  economic 
impact.  The  economics  of  health  care 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 


When  the  pharmacist  recom- 
mends that  a drug  product  other  than 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 

Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  neces- 
sary for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  the 
unilateral  decision  of  the  pharmacist, 
made  in  the  absence  of  clinical  knowl- 
edge of  the  patient,  could  expose  him 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothing 
in  the  pro-substitution  argument  that 
offsets  these  risks. 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledge 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degree, 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  need 
expert  knowledge  of  no  more  than  25 


Advertisement 


lould  be  an  obligation  of  medical 
actice. . . 

“Medical  societies  ought  to  con- 
jct  continuing  campaigns  to  point 
it  the  substantial  savings  that  could 
i realized  thru  deductible  insurance 
id  protection  for  catastrophic  ill- 
iss.  At  the  very  least,  they  should,  in 
e patients’  interest,  question  the 
sties  of  any  insurance  organization 
at  raises  health  care  costs  by  forc- 
g policyholders  to  buy  insurance 
ey  may  not  need  or  want  and  prob- 
•ly  won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
it  to  the  economic  consequences  of 
eir  decisions.  Too  many,  for  ex- 
iple,  habitually  hospitalize  patients 
' the  convenience  of  the  MD.  It’s 
>nsense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
fties, have  unhesitatingly  appealed 
their  patients  for  support  in  the 
;ht  against  government  interference 
th  the  private  practice  of  medicine, 
id  the  public  in  the  past  has  re- 
onded.  It’s  time  the  American  Med- 
il  Association  and  state  and  local 
edical  societies  paid  off  the  debt  by 
cisive  action  to  hold  down  the  cost 
medical  care.” 

st  of  Drugs 

Insurance  rates  and  hospital 
arges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  an  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist’s  Role  in 
Product  Selection”  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


30  drugs  that  he  selects  to  treat  the 
ajority  of  conditions  encountered  in 
; practice.  Moreover,  the  physi- 
in’s  choice  of  a specific  brand  is 
sed  on  his  knowledge  of  the  pa- 
nt’s medical  history  and  current 
ndition,  and  his  experiences  with 
3 particular  manufacturer’s 
xluct. 

Some  substitution  proponents 
ve  argued  that  the  dispensing  of  a 
inscription  is  a simple  two-party 
nsaction  between  the  pharmacist 
d the  patient,  and  that  a substitut- 
I;  pharmacist  may  avoid  even  a 
hnical  breach  of  contract  by  simply 
:ifying  the  patient  that  he  is  making 
I substitution.  I would  judge  that 
; courts  would  be  sympathetic 
/ard  a pharmacist  who  substituted 
hout  physician  approval  and  who 
dertook  a legal  defense  that  seeks 
nake  the  patient  responsible  for 
pharmacist’s  actions, 
luced  Prescription  Prices? 

Substitution  advocates  are 
qgesting  to  the  consumer,  and  par- 
-ilarly  the  consumer  activist,  that 
1 luced  prescription  prices  could 
ow  legalization  of  substitution, 
have  seen  absolutely  no  evidence 
ustify  this  claim.  To  the  contrary, 
oerience  in  Alberta,  Canada,  where 
ostitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?” 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


Each  Spansule'^brand  of  sustained  release 
capsule)  contains  8 mg.  of  Teldrin*( brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenyl- 
propanolamine hydrochloride;  and  2.5  mg.  of 
isopropamide,  as  the  iodide. 

Knows  the  publics  enemies— nasal 
congestion,  runny  nose,  sneezing, 
watery  eyes. 

Knows  what  to  do  about  them  too. 

All  through  the  dark  night  of  upper 
respiratory  difficulty,  while  ordinary 
cold  remedies  wear  off,  the  decon- 
gestant, antihistamine,  and  drying 
agent  in  ‘Omade’  fight  the  never-ending 
battle  for  comfort,  symptomatic  relief, 
and  free  airways. 

Ornade®.  Why  not  let  it  help  fight  your 
patients  cold  war. 

Before  prescribing,  see  complete  prescribing  information 
in  SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hyper- 
secretion associated  with:  the  common  cold;  acute  and 
chronic  sinusitis;  vasomotor  rhinitis;  allergic  rhinitis  (hay 
fever,  “rose  fever,”  etc.). 

Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchia]  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction. 
Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring 
alertness  (e  g.,  operating  vehicles  or  machinery).  Warn 
patients  of  possible  additive  effects  with  alcohol  and  other 
CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  Dear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Effect  on  PB1  Determination  and  P 3i  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  1 131 
uptake.  Substitute  thyroid  tests  unaffected  by  exogenous 
iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia, 
leukopenia,  convulsions,  hypertension,  hypotension, 
anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  Capsules. 

SK&F  Smith  Kline  & French  Laboratories 


Bio-Science 

Serum  Parathyroid 
Hormone  as  a 
Diagnostic  Aid 

An  accurate  measurement  of  the  serum  level  of 
parathyroid  hormone  (PTH)  with  results  reported  from 
the  laboratory  within  about  ten  days  is  now  available. 
The  diagnosis  of  diseases  of  the  parathyroid  has 
always  been  a difficult,  serious  problem  and  we  now 
have  a powerful  laboratory  tool  which  will  help  solve 
some  of  the  diagnostic  dilemmas  and  further  stimulate 
research  in  this  field. 

The  classic  laboratory  findings  in  primary  hyper- 
parathyroidism are,  of  course,  high  serum  calcium  and 
low  serum  phosphorus;  high  urinary  calcium  is  also 
commonly  found.  Increased  phosphate  excretion  due 
to  inhibition  of  phosphate  reabsorption  (TRP)  and 
measurement  of  the  TRP  are  additional  laboratory 
aids  for  diagnosing  hyperparathyroidism.  All  of  these 
tests  are  obviously  indirect  procedures  for  establish- 
ing the  diagnosis  so  there  is  a distinct  value  in  having 
a direct  measure  of  PTH. 

In  spite  of  the  complexity  and  difficulty  of  the 
radioimmunoassay  technic  for  PTH,  it  is  now  possible 
to  quantitate  the  hormone  with  reasonable  precision 
and  in  most  cases  to  differentiate  normal  from  hyper- 
parathyroid serum  levels.  Human  PTH  is  not  available 
in  sufficient  quantities  to  use  as  an  antigen  or  stand- 
ard, but  guinea  pig  antiserum  to  bovine  PTH  has 
sufficient  cross-reactivity  with  human  PTH  to  allow  its 
effective  use  in  the  assay. 


Reports 

-€3 — 


Unfortunately,  the  lack  of  a human  parathyroid 
standard  complicates  any  comparison  of  results  from 
different  laboratories.  At  Bio-Science  a purified  bovine 
PTH  preparation  is  used  as  the  standard  and  results 
are  expressed  as  equivalents  of  purified  bovine  PTH. 
The  antiserum  used  gives  similar  curves  with  both 
human  serum  PTH  and  purified  bovine  PTH  and  does 
not  distinguish  between  the  two. 

The  specimen  requirement  for  the  PTH  assay  is: 
5 ml.  frozen  serum  obtained  from  blood  which  has 
been  drawn  between  6 and  9 a.m.  while  the  patient  is 
in  the  rested,  fasting  state.  The  blood  should  be  drawn 
with  a chilled  syringe  or  Vacutainer  and  kept  in  an  ice 
bath  until  the  serum  can  be  separated,  preferably  in  a 
refrigerated  centrifuge.  Separation  of  the  serum  from 
the  cells  and  freezing  should  be  completed  as  soon 
as  possible.  The  frozen  serum  should  be  sent  to  us 
packed  in  dry-ice.  Shipping  containers  intended  for 
frozen  specimen  shipments  are  available  without 
charge. 


Write  or  call,  collect,  for  additional  literature  on  this 
subject  and  containers  for  mailing. 


Main  Lab:  7600  Tyrone  Ave., 
Van  Nuys,  California  91405 

Philadelphia  Branch: 

116  So.  Eighteenth  St., 
Philadelphia,  Pa.  19103 


Bio-Science  Laboratories 

7600  Tyrone  Avenue 
Van  Nuys,  California  91405  Dept.  A 
or 

116  So.  Eighteenth  St. 

Philadelphia,  Pa.  19103 

Gentlemen:  Please  send  me,  without  obligation: 

[ j A copy  of  your  Handbook  of  Specialized 
Diagnostic  Laboratory  Tests 

□ A lab  pack  containing  a small  supply  of 

postage-paid  mailing  containers  and  Fee  Schedule 

J Information  on 

(write  in  name  of  test) 


Name 


Address 


City 


State 


Zip 


FREE 

HANDBOOK  OF  SPECIALIZED 
DIAGNOSTIC  LABORATORY  TESTS 

This  200-page  book,  now  in  its  tenth 
edition,  is  a uniquely  informative 
source  to  keep  you  up-to- 
date  on  the  newer  labo- 
ratory tests,  such  as 
parathyroid  hormone, 
available  to  clinicians.  You 
will  find  it  a handy  refer- 
ence guide  for  normal  values 
and  quick  summations  on 
tests  which  can  aid  in  your 
diagnostic  problems.  Copies 
are  available  to  physicians  and 
lab  personnel  without  obliga- 
tion. Simply  fill  out  and  mail  this 
coupon. 


ROCHE  announces 

new 


BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections- primarily  pyelonephritis,  pyelitis  and  cystitis — 
when  due  to  susceptible  organisms.  This  efficacy  is 
related  to  the  unique  mode  of  action  against  bacteria  (see 
illustration),  an  action  that,  in  effect,  makes  Bactrim  a new 
type  of  antibacterial. 


Bactrim  interrupts  the 
life  cycle  of  susceptible 
bacteria 


Unique  mode  of  action  interrupts  the  life  cycle 
at  two  important  points,  thereby  impeding 
the  production  of  nucleic  acids  and  proteins 
essential  to  these  bacteria.  These  consecutive 
interruptions  occur  because  sulfamethoxazole 
and  trimethoprim  resemble  naturally  existing 
substrates.  By  competitive  replacement 
of  these  substrates,  they  inhibit  further 
synthesis. 


/ 


“BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole 

for  chronic  urinary  tract  infections 

Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 


Excellent  clinical  response 
in  chronic  urinary  tract 
infections  even  with 
obstructive  complications 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  471'  patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim, 
compared  with  81.2%  (of  144  patients)  to  tri- 
methoprim and  64.5%  (of  155  patients)  to  sulfa- 
methoxazole. More  than  half  of  these  patients  had 
obstructive  complications. 


Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintain- 
ing this  bacteriological  response.  In  the  above  study, 
after  a ten-day  course  of  therapy  with  Bactrim, 

68.4%  of  patients  with  chronic  urinary  tract  infec- 
tions maintained  response  for  up  to  42  consecu- 
tive days,  compared  with  59.7%  with  trimethoprim 
and  44.4%  with  sulfamethoxazole.  These  results 
are  particularly  noteworthy  considering  the  number 
of  patients  with  obstructive  complications-cases 
regarded  as  being  notoriously  difficult  to  treat. 


Prescribing  considerations 

Clinical  Limitations:  Currently,  the  increasing  fre- 
quency of  resistant  organisms  is  a limitation  of  the 
usefulness  of  all  antibacterial  agents,  especially 
in  the  treatment  of  chronic  and  recurrent  urinary 
tract  infections.  Not  recommended  for  children 
under  twelve. 

Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides.  Pregnancy  and  during  the  nurs- 
ing period. 

Warnings  and  Precautions:  Both  sulfamethoxazole 
and  trimethoprim  have  been  reported  to  interfere 
with  hematopoiesis.  Complete  blood  counts  should 
be  done  frequently.  If  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  Bactrim 
should  be  discontinued.  Bactrim  should  be  given 
with  caution  to  patients  with  impaired  renal  or 
hepatic  function,  possible  folate  deficiency,  severe 
allergy  or  bronchial  asthma.  Maintain  adequate 
fluid  intake.  Urinalyses  with  careful  microscopic 
examination  and  renal  function  tests  should  be 
performed  during  therapy,  particularly  for  those 
patients  with  impaired  renal  function. 

Adverse  Effects:  Among  the  most  common  side 
effects  are  nausea,  vomiting,  rash,  leukopenia  and 
elevations  in  SGOT  and  creatinine. 

Usual  adult  dosage:  two  tablets  every  twelve  hours 
for  10  to  14  days;  no  loading  dose  required. 

*Data  on  file,  Hoffmann- La  Roche  Inc.,  N utley,  N.J.  071 10 
f4  patients  not  available  for  evaluation  at  day  10. 


BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N.J.  07110 


Before  prescribing,  please  consult  complete  product  information  on  facing  page. 


Complete  Product  Information: 

Description:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
uct, available  in  scored  light-green  tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole. 

Trimethoprim  is  2, 4-diamino- 5-(3, 4, 5-trimethoxybenzyl)  pyrimidine. 
It  is  a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
ular weight  of  290.3. 

Sulfamethoxazole  is  A/'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
an  almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
lecular weight  of  253.28. 

Actions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
of  dihydrofolic  acid  by  competing  with  para-aminobenzoic  acid. 
Trimethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
hydrofolic acid  by  binding  to  and  reversibly  inhibiting  the  required 
enzyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
secutive steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
essential  to  many  bacteria. 

In  vitro  studies  have  shown  that  bacterial  resistance  develops  more 
slowly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
alone. 

In  vitro  serial  diiution  tests  have  shown  that  the  spectrum  of  anti- 
bacterial activity  of  Bactrim  includes  the  common  urinary  tract 
pathogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
lowing organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
siella-Enterobacter, Proteus  mirabilis  and  indole-positive  proteus 
species. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(MIC— meg/ ml) 

Trimeth- 

oprim 

Sulfameth- 

oxazole 

TMP/SMX  (1:20) 

Bacteria 

alone 

alone 

TMP 

SMX 

Escherichia 

coli 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

Proteus  spp. 
indole  positive 

0.5  -5.0 

7.35  -300 

0.05-1.5 

0.95-28.5 

Proteus 

mirabilis 

0.5  —1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

Klebsiella- 

Enterobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

Human  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
administration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
zole are  similar  to  those  achieved  when  each  component  is  given 
alone.  Peak  blood  levels  for  the  individual  components  occur  one 
to  four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
oxazole and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
tively the  same  regardless  of  whether  these  compounds  are  admin- 
istered as  individual  components  or  as  Bactrim.  Detectable 
amounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
blood  24  hours  after  drug  administration.  Free  sulfamethoxazole 
and  trimethoprim  blood  levels  are  proportionately  dose-dependent. 
On  repeated  administration,  the  steady-state  ratio  of  trimethoprim 
to  sulfamethoxazole  levels  in  the  blood  is  about  1:20. 
Sulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
tein-bound forms;  trimethoprim  is  present  as  free,  protein-bound 
and  metabolized  forms.  The  free  forms  are  considered  to  be  the 
therapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
oprim and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
blood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
decreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
degree;  trimethoprim  does  not  influence  the  protein  binding  of 
sulfamethoxazole. 

Excretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
ular filtration  and  tubular  secretion.  Urine  concentrations  of  both 
sulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
are  the  concentrations  in  the  blood.  When  administered  together 
as  in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
the  urinary  excretion  pattern  of  the  other. 

Indications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
tis, pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
E.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
quently, indole-positive  proteus  species). 

Important  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
isms is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
cially in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides. 
Pregnancy  and  during  the  nursing  period  (see  Reproduction 
Studies). 

Warnings:  Deaths  associated  with  the  administration  of  sulfonamides 
have  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
trimethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
to  interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
patients  concurrently  receiving  certain  diuretics,  primarily  thia- 
zides, an  increased  incidence  of  thrombopenia  with  purpura  has 
been  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
anyformed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/kg  sulfamethoxazole  or  192  mg/  kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/ kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 
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LETTER* 

(Sodium  levothyroxine,  Armour)  Tablets 


Indications:  Hypothyroid  conditions. 
Contraindications:  Thyrotoxicosis,  acute  myo- 
cardial infarction  and  in  the  presence  of  uncor- 
rected adrenal  insufficiency  because  it  increases 
the  tissue  demands  for  adrenocortical  hormones 
and  may  cause  an  acute  adrenal  crisis. 

Warnings:  Should  be  used  with  caution  in 
patients  with  cardiovascular  disease,  including 
hypertension.  Development  of  chest  pain  or  other 
aggravation  of  cardiovascular  disease  will  re- 
quire a decrease  in  dosage. 

Injection  of  epinephrine  in  patients  with  cor- 
onary artery  disease  may  precipitate  an  episode 
of  coronary  insufficiency.  This  may  be  enhanced 
in  patients  receiving  thyroid  preparations.  Careful 
observation  is  required  if  catecholamines  are  ad- 
ministered-to  patients  in  this  category.  Patients 
with  coronary  artery  disease  should  be  carefully 
observed  during  surgery,  since  the  possibility  of 
precipitating  cardiac  arrhythmias  may  be  greater 
in  those  treated  with  thyroid  hormones. 

Thyroid  replacement  may  potentiate  anticoagu- 
lant effects  with  agents  such  as  warfarin  or 
bishydroxycoumarin  and  reduction  of  one-third  in 
anticoagulant  dosage  should  be  undertaken  upon 
initiation  of  LETTER®  therapy.  Subsequent  anti- 
coagulant dosage  adjustment  should’ be  made 
on  the  basis  of  frequent  prothrombin  determina- 
tions. 

In  patients  whose  hypothyroidism  is  second- 
ary to  hypopituitarism,  adrenal  insufficiency  will 
probably  also  be  present.  When  adrenal  insuf- 
ficiency and  hypothyroidism  coexist,  the  adrenal 
insufficiency  should  be  corrected  by  cortico- 
steroids before  administering  thyroid  hormone. 
Precautions:  Patients  with  hypothyroidism,  and 
especially  myxedema,  are  particularly  sensitive  to 
thyroid  preparations  so  that  treatment  should 
begin  with  small  doses  and  increments  should 
be  gradual. 

In  patients  with  diabetes  mellitus,  addition  of 
thyroid  hormone  therapy  may  cause  an  increase 
in  the  required  dosage  of  insulin  or  oral  hypo- 
glycemic agents.  Conversely,  decreasing  the 
dose  of  thyroid  hormone  may  possibly  cause 
hypoglycemic  reactions  if  the  dosage  of  insulin 
or  oral  hypoglycemic  agents  is  not  adjusted. 
Adverse  Reactions:  Excessive  dosage  of  thyroid 
medication  may  result  in  symptoms  of  hyperthy- 
roidism. Since,  however,  the  effects  do  not 
appear  at  once,  the  symptoms  may  not  appear 
for  one  to  three  weeks  after  the  dosage  regimen 
is  begun.  The  most  common  signs  and  symptoms 
of  overdosage  are  weight  loss,  palpitation,  ner- 
vousness, diarrhea  or  abdominal  cramps,  sweat- 
ing, tachycardia,  cardiac  arrhythmias,  angina 
pectoris,  tremors,  headache,  insomnia,  intoler- 
ance to  heat  and  fever.  If  symptoms  of  overdos- 
age appear,  discontinue  medication  for  several 
days  and  reinstitute  treatment  at  a lower  dosage 
level. 

Dosage:  Generally,  the  initial  adult  dosage  is 
0.1  mg.  daily.  This  may  be  increased  in  small  in- 
crements every  1 to  3 weeks  until  proper  meta- 
bolic balance  is  achieved 

Available:  Bottles  of  100  tablets,  in  6 potencies: 
0.025  mg.  (violet),  0.05  mg.  (peach),  0.1  mg. 
(pink),  0.2  mg.  (green),  0.3  mg.  (yellow),  and 
0.5  mg.  (white). 
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When  the  asthmatic 
can  anticipate 
the  attack 

Bronkotabs 


Each  tablet  contains  ephedrine  sulfate  24  mg;  theophylline  100  mg 
glyceryl  guaiacolate  100  mg;  phenobarbital  8 mg 
(warning:  may  be  habit-forming). 


can  help  forestall  or  relieve  it 


Why  day  to  day  maintenance  therapy  with 
Bronkotabs  helps  control  asthmatic  attacks: 

Bronkotabs  relieves  bronchospasm  to 
open  airways  and  help  keep  them  open. 

Bronkotabs  thins  mucus  to  help  clear 
the  tracheobronchial  tree.  Bronkotabs 
decongests  bronchiolar 
mucosa  to  improve  the 
passage  of  air. 

Economical  long- 
term therapy. 


PRECAUTIONS  AND  ADVERSE 
EFFECTS:  Sympathomimetic  side 
effects  are  minimal,  and  there  are  none 
of  the  dangers  or  side  effects  associ- 
ated with  steroid  therapy.  However, 
frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleepless- 
ness. Should  be  used  with  caution  in 
the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsi- 
ness may  occur.  Ephedrine  may  cause 
urinary  retention,  especially  in  the 
presence  of  partial  obstruction,  as  in 
prostatism. 

DOSAGE:  Adults,  one  tablet  every 
three  or  four  hours,  four  or  five  times 
daily.  Children  over  six,  one-half  the 
adult  dose.  Children  under  six,  as 
directed. 

SUPPLIED:  Bottles  of  100  and  1,000 
tablets. 
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Hair  styles  come  and  go, 

but  Seisun  ^SELENIUM  SULFIDE  LOTION) 

remains  a classic  for  dandruff 


Since  1951,  Seisun  has  proven  to  be  effective  in  treating  dandruff 
and  seborrheic  dermatitis.  When  your  patient  is  tormented  by 
itching  and  scaling,  provide  the  relief  that  only  you  can  prescribe 
. . . Seisun . . . classic  anti-dandruff  therapy. 

Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or  irritation  may 
result.  Avoid  application  to  inflamed  scalp  or  open  lesions.  Occasional 
sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  %,  w/v  in  aqueous  suspension;  also  contains: 
bentonite,  sodium  alkyl  aryl  sulfonate,  sodium  phosphate  (monobasic), 
glyceryl  monoricinoleate,  citric  acid,  captan,  and  perfume.  301  4hr  ti  " J 
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RETINAL  DETACHMENT  SECONDARY  TO  METASTATIC  CARCINOMA 

REPORT  OF  TWO  CASES 

HERBERT  S.  WOLDOFF,  AA.D. 

KENNETH  B.  DESSER,  AA.D. 


In  these  two  well  documented  case  reports  of 
retinal  detachments  in  patients  with  widespread 
metastases,  the  authors  remind  us  once  again  of 
the  importance  of  visual  symptoms  as  clues  to 
underlying  systemic  disease. 

Organ  dysfunction  secondary  to  metastatic 
implantation  is  a well  recognized  clue  to  under- 
lying malignant  neoplasia.  We  report  here  two 
cases  in  which  an  initial  manifestation  of  meta- 
static carcinoma  was  a disturbance  of  vision. 
Ophthalmologic  investigation  demonstrated  me- 
tastatic choroidal  infiltration  and  retinal  detach- 
ment in  both  patients. 

REPORT  OF  CASES 

Case  1).  A 76  year  old  woman  presented  with 
the  complaint  of  diminished  vision  in  her  left 
eye.  Six  years  prior  to  admission  she  had  under- 
gone right  radical  mastectomy  for  adenocar- 
cinoma of  the  breast.  Six  months  previously  a 
“lump”  was  removed  from  the  patients  left 
shoulder.  Other  recent  symptoms  included 
hoarseness,  weight  loss  ( 15  lbs. ) and  anorexia. 
Visual  acuity  of  the  right  and  left  eyes  was  20/70 
and  20/300  respectively.  External  inspection  and 
examination  of  the  anterior  segments  of  both 
eyes  was  normal.  The  intraocular  pressure  was 
diminished  in  the  left  eye.  Ophthalmoscopic 
examination  of  the  left  eye  revealed  a total  ret- 
inal detachment  which  was  bullous  in  nature, 
(Figure  1).  A stippled  pigmented  mass  lesion, 
approximately  6 x 10  disk  diameters  in  size  was 
noted  in  the  inferior  temporal  area  of  the  chor- 
oid, posterior  to  the  equator.  On  admission  to 
St.  Luke’s  Hospital,  physical  examination  re- 
vealed an  enlarged  nodular  liver,  pitting  edema 
of  the  left  leg  and  non-tender  enlargement  of 

Depts.  of  Ophthalmology  and  Medicine,  St.  Luke’s  Hospital 
Medical  Center,  Phoenix,  AZ. 


the  left  supraclavicular,  left  anterior  cervical  and 
inguinal  lymph  nodes.  A grade  III/ VI  systolic 
murmur  was  heard  at  the  cardiac  apex.  A patho- 
logic diagnosis  of  metastatic  carcinoma  was  made 
from  the  previous  biopsy.  Roentgenologic  studies 
revealed  widespread  osteoblastic  metastases  in 
all  long  bones,  the  pelvis  and  the  entire  vertebral 
column.  A brain  scan  revealed  a small  area  of 
increased  uptake  in  the  right  hemisphere.  The 
patient  was  referred  for  systemic  chemotherapy. 

Case  2).  This  65  year  old  man  complained  of 
flashes  and  a nasal  “shadow”  in  the  left  eye  of 
ten  days  duration.  Further  questioning  revealed 
that  the  patient  was  undergoing  treatment  with 
prednisone  and  Colloidal  Gold  for  presumed 
“rheumatoid  arthritis”  of  IV2  years  duration. 
The  patient  complained  of  precordial  and  right 
thoracic  chest  pain,  pleuritic  in  nature.  He  was 
a heavy  cigarette  smoker.  Visual  acuity  was  20/40 


Figure  I 

Funduscopic  photograph  of  left  eye  in  case  #1.  The 
entire  retina  is  displaced  anteriorly,  resulting  in  a 
“double  bulls  eye”  configuration.  The  white  rim  of  tissue 
at  the  inferior  border  of  the  photograph  represents  the 
limbus. 
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and  20/300  in  the  right  and  left  eyes  respec- 
tively. Ocular  pressures  and  anterior  segment 
examination  was  normal  bilaterally.  Ophthalmos- 
copic examination  demonstrated  a retinal  de- 
tachment of  the  left  eye.  A large  ellipsoid  shaped 
mass  lesion  was  seen  posterior  to  the  ocular 
equator  in  the  inferior  temporal  region  of  the 
choroid,  (Figure  2).  On  admission  to  St.  Luke’s 
Hospital,  physical  examination  revealed  club- 
bing of  the  fingers  and  toes  and  localized 
wheezes  over  the  right  upper  lobe  posteriorly. 
A postero-anterior  chest  roentgenogram  demon- 
strated a right  mediastinal  mass.  A skeletal  x-ray 
revealed  an  osteolytic  lesion  of  the  skull  and 
erosive  lesions  of  the  fifth  and  eighth  thoracic 
vertebrae.  A brain  scan  demonstrated  abnormal 
increased  radionuclide  activity  in  the  right  and 
left  hemispheres.  Bronchoscopy  (including  cyto- 
logic washings)  and  mediastinoscopy  were  nor- 
mal. Biopsy  of  the  anterior  segment  of  the  right 
upper  lobe  demonstrated  undifferentiated  car- 
cinoma. One  month  later  the  patient  succumbed 
to  widespread  metastatic  disease. 

DISCUSSION 

Betinal  detachments  can  occur  in  a variety 
of  clinical  settings.  Such  detachments  are  most 
commonly  rhegmatogenous  in  nature,  and  are 
due  to  primary  breaks  in  retinal  continuity. 
Other  etiologies  include  hypertension,  toxemia 
of  pregnancy,  pars  planitis,  Vogt-Koyanagi- 
Harada’s  disease,  Coat’s  disease,  von  Hippel- 
Lindau  disease  and  primary  or  secondary  chor- 
oidal tumors.  In  1872,  Peris1  provided  the  first 
description  of  a choroidal  metastasis  which  was 
noted  at  necropsy  in  a patient  with  carcinoma  of 
the  lung.  Albert  et  al2  examined  the  eyes  of  213 
adult  subjects  with  documented  metastatic  dis- 
ease. Metastases  to  the  eyes  or  orbits  were  found 
in  10  patients  of  this  latter  series.  Metastatic 
implants  of  the  choroid  were  found  in  4 sub- 
jects with  carcinoma  of  the  breast  and  a single 
patient  with  carcinoma  of  the  lung.  Orbital 
metastases  were  noted  in  3 patients  with  mam- 
mary carcinoma  and  a single  subject  each  with 
carcinoma  of  the  lung  and  prostate  respectively. 
Choroidal  metastases  from  primary  sites  in  the 
bladder  and  testicle  have  also  been  reported.3, 4 
One  of  the  authors  (HSW)  has  observed  a 
metastatic  choroidal  implantation  from  a paro- 
tid gland  carcinoma.  When  metastatic  lesions  of 
the  choroid  occur,  they  are  usually  situated  in 
the  posterior  segment,  temporal  to  the  optic 
disc.5  The  role  of  fluorescein  angiography  in  the 


Figure  II 

Funduscopic  photograph  obtained  from  the  left  eye  in 
patient  #2.  A large  irregular  hazy  tumor  implant  of  the 
temporal  area  (reader’s  right)  results  in  bullous  detach- 
ment of  the  retina  and  of  the  retinal  vasculature. 


differential  diagnosis  of  choroidal  tumors6  is  that 
of  ruling  out  malignant  melanoma,  since  the 
smaller  choroidal  metastases  rarely  fluoresce 
whereas  the  large  implants  fluoresce  minimally, 
secondary  to  alterations  of  the  vasculature  at  the 
anatomic  site.  Malignant  melanomata  however, 
stain  intensively  due  to  their  heavy  blood  sup- 
ply. The  treatment  of  metastatic  choroidal  dis- 
ease is  generally  unsatisfactory  and  includes  local 
irradation7, 8 or  systemic  chemotherapy.  Enuclea- 
tion has  been  advocated  in  patients  without 
evidence  of  coexisting  tumor  implants  at  other 
anatomic  sites.9 

The  clinical  significance  of  choroidal  metas- 
tases is  related  to  the  fact  that  disturbances  of 
vision  may  provide  clues  to  underlying  primary 
malignant  disease.  This  is  borne  out  by  case 
#2,  where  visual  symptoms  were  the  major  pre- 
senting complaints.  It  is  concluded  that  physi- 
cians should  be  made  aware  of  this  unusual  and 
not  widely  appreciated  pathologic  state. 
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Two  patients  in  which  an  antemortem  diagnosis 
of  coronary  arterial  aneurysm  was  made  by 
means  of  selective  coronary  cineangiography  are 
presented  in  this  paper.  The  patients  were,  re- 
spectively a 66-year  old  white  male  and  a 49- 
year  old  white  male.  Each  was  found  to  have 
multiple  coronary  artery  aneurysms.  These  were 
the  only  cases  of  multiple  coronary  artery  aneury- 
sms demonstrated  in  the  authors'  series  of  over 
2,000  selective  coronary  cineangiograms.  The 
commonest  cause  of  coronary  artery  aneurysm 
is  arteriosclerosis.  Patients  might  present  with 
symptoms  of  angina  pectoris,  myocardial  infarc- 
tion, congestive  heart  failure,  and/or  sudden 
death  secondary  to  rupture  of  the  aneurysm.  The 
authors  review  the  literature  on  this  subject  and 
discuss  indications  and  contraindications  for  sur- 
gery. One  of  the  two  patients  reported  by  them 
underwent  aortocoronary  saphenous  vein  graft 
implantation  and  has  had  a good  postoperative 
course. 
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Antemortem  diagnosis  of  coronary  arterial 
aneurysm  is  extremely  rare  and  until  1963, 1 no 
case  had  been  diagnosed  prior  to  death.  Since 
that  time,  sporadic  reports  have  appeared  which 
describe  the  diagnosis  of  this  entity  in  living 
subjects  by  means  of  coronary  arteriography.2"6 
We  report  here  two  such  cases  and  review  per- 
tinent literature  on  the  subject. 

CASE  REPORT  #1 

J.  L.  (GSH  183-420),  a 66  year  old  white 
male  was  referred  to  the  Good  Samaritan  Hos- 
pital for  cardiac  catheterization  because  of  chest 
pain  and  dyspnea  on  exertion. 

The  patient  was  in  good  health  until  1950, 
when  he  had  the  onset  of  severe  retrosternal 
chest  pain  associated  with  nausea  and  diaphore- 
sis. He  was  hospitalized  and  a diagnosis  of  myo- 
cardial infarction  was  made.  He  did  well  until 


1961,  when  there  was  the  onset  of  progressive 
anginal-type  chest  pain  requiring  intermittent 
hospitalizations.  In  November,  1971,  the  patient 
experienced  episodes  of  paroxysmal  nocturnal 
dyspnea,  orthopnea,  pedal  edema  and  was  treat- 
ed with  Digoxin  and  diuretics  with  amelioration 
of  these  symptoms.  In  April,  1972,  he  had  worsen- 
ing chest  pain  and  was,  therefore,  referred  to 
our  unit  for  further  evaluation.  His  past  his- 
tory was  otherwise  negative.  Review  of  the 
family  history  revealed  that  his  mother  died  of 
a ruptured  aortic  aneurysm.  On  physical  exam- 
ination there  was  a regular  pulse  at  90/minute 
and  a blood  pressure  of  126/60  mm.  Hg.  There 
was  a Grade  II/VI  systolic  bruit  over  the  right 
carotid  artery.  On  precordial  palpation  the  point 
of  maximal  impulse  was  one  centimeter  lateral 
to  the  mid-clavicular  line  in  the  6th  intercostal 
space.  Cardiac  auscultation  revealed  a fourth 


Figure  1 

Postero-anterior  (left  panel)  and  left  lateral  (right  panel)  chest  roentgenograms  in  a 66  year  old  man  with  coronary 
arterial  aneurysms  (Case  #1).  Note  the  areas  of  calcification  which  course  in  a manner  suggesting  involvement  of  the 
coronary  arterial  system. 


706  OCTOBER  1973  • XXX  • 10 


J.L.  - 66  M.  COR.  ART.  ANEURYSM 


Figure  2 

Selective  left  (LCA)  and  right  (RCA)  coronary  arterio- 
grams in  a 66  year  old  man  with  coronary  aneurysms 
(Case  #1).  Note  the  prominent  multiple  aneurysm  forma- 
tions in  the  coronary  arterial  system,  involving  all  three 
major  branches  (arrows).  There  are  multiple  obstructions 
in  all  three  coronary  arteries  with  100%  occlusion  of  the 
distal  right  coronary  system.  The  largest  aneurysm  is 
located  at  the  proximal  segment  of  the  left  anterior  de- 
scending coronary  artery. 

heart  sound.  The  remainder  of  the  physical  exam- 
ination was  normal.  A complete  blood  count, 
urinalysis  and  serologic  test  for  syphilis  were 
negative  or  within  normal  limits.  A chest  roent- 
genogram showed  calcification  in  the  area  of 
the  coronary  arteries  (Figure  1).  A 12  lead 
electrocardiogram  and  Frank  vectorcardiogram 
demonstrated  left  anterior  hemiblock  and  an  old 
anterolateral  wall  myocardial  infarction. 

The  patient  was  subjected  to  complete  left 
and  right  heart  catheterization  and  selective  cor- 
onary cineangiography.  Coronary  cineangiograms 
revealed  multiple  aneurysms  and  obstructions 
of  the  right,  left  anterior  descending  and  left 
circumflex  coronary  arteries  (Figure  2). 

CASE  REPORT  #2 

J.  C.  (GSH  186-979)  a 49  year  old  white  male 
rancher,  was  referred  for  cardiac  catheterization 
because  of  chest  pain. 

Three  months  prior  to  admission  the  patient 


developed  exertional  dull  squeezing  substernal 
chest  pain  which  was  associated  with  weakness, 
slight  nausea,  and  a “heavy  feeling”  in  both  arms. 
The  pain  was  promptly  relieved  by  rest.  Over 
the  next  eight  weeks,  less  exertion  was  required 
for  provocation  of  the  chest  pain.  He  was,  there- 
fore, referred  for  further  evaluation.  The  patient 
had  a history  of  a heart  murmur  dating  back 
to  adolescence;  his  past  history  was  otherwise 
negative.  Two  brothers  had  sustained  myocardial 
infarctions  at  a young  age. 

On  physical  examination  the  pulse  was  86/ 
minute  and  regular  and  blood  pressure  120/84 
mm.  Hg.  On  precordial  palpation  the  maximal 
cardiac  impulse  was  at  the  mid-clavicular  line 
in  the  left  5th  intercostal  space.  There  was  a 
Grade  II/ VI  systolic  regurgitant  murmur  at  the 
apex  which  radiated  to  the  left  axilla.  A 4th 
heart  sound  was  also  heard.  The  remainder  of 
the  physical  examination  was  within  normal 
limits.  A 12  lead  resting  electrocardiogram  was 
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Figure  3 

Selective  right  (RCA)  and  left  (LCA)  coronary  arterio- 
grams in  a 49  year  old  man  with  multiple  coronary 
aneurysms  (Case  #2).  Note  the  “sausage-link”  appear- 
ance of  the  right  and  left  anterior  descending  coronary 
arteries  as  a consequence  of  multiple  segmental  obstruc- 
tions separating  aneurysmal  dilatations. 
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normal  but  a Frank  vectorcardiogram  was  sug- 
gestive of  an  old  inferior  wall  myocardial  infarc- 
tion. A chest  roentgenogram,  complete  blood 
count,  urinalysis,  and  serologic  test  for  syphilis 
were  negative  or  within  normal  limits. 

The  patient  was  subjected  to  complete  right 
and  left  heart  catheterization  including  selective 
coronary  cineangiography.  Multiple  aneurysms 
and  obstructions  of  the  right,  left  anterior  des- 
cending and  left  circumflex  arteries  were  noted 
(Figure  3).  The  distal  right  and  left  anterior 
descending  coronary  arterial  system  appeared 
minimally  involved  by  obstructive  disease.  Sub- 
sequently, the  patient  underwent  aortocoronary 
saphenous  vein  graft  implantation  to  the  right 
and  left  anterior  descending  coronary  arteries 
and  he  has  had  a good  postoperative  course. 

DISCUSSION 

In  1812,  Bougon  provided  the  first  descrip- 
tion of  a coronary  artery  aneurysm  which  was 
noted  on  the  post-mortem  examination  of  a 
young  man  who  had  experienced  severe  angina 
pectoris.7  One  and  one-half  centuries  later  Daoud 
reviewed  the  existing  literature  and  presented 
an  additional  ten  cases,  providing  89  recognized 
instances  of  this  entity.  It  is  noteworthy  that  all 
of  these  cases  were  diagnosed  postmortem.  With 
the  advent  of  coronary  angiography,  scattered 
reports  of  various  types  of  coronary  aneurysms 
appeared  in  the  literature.  This  disease,  how- 
ever, is  still  quite  rare  and  in  our  total  experi- 
ence with  over  2,000  selective  coronary  cine- 
angiograms,  we  have  not  encountered  any  pre- 
vious cases  of  multiple  coronary  artery  aneury- 
sms. In  fact,  our  only  previous  encounter  with 
this  entity  has  been  the  demonstration  of  a 
single  isolated  right  coronary  artery  aneurysm 
in  a 48  year  old  man  with  coronary  artery  dis- 
ease. 

The  most  frequent  cause  of  coronary  artery 
aneurysm  is  arteriosclerosis.  In  Daoud’s1  series, 
52%  of  coronary  aneurysms  were  secondary  to 
this  process.  Other  etiologies  noted  in  this  latter 
review  were:  congenital  — 17%,  mycotic-embolic 
— 11%,  Dissecting  — 11%,  luetic  — 4%,  vas- 
culitis, trauma  and  unknown  — 5%.  Other  in- 
vestigators have  noted  that  isolated  dissecting 
aneurysms  of  the  coronary  arteries  are  associated 
with  a high  incidence  of  sudden  death.8, 9 This 
latter  syndrome  appears  to  have  a predilection 
for  the  postpartum  female. 

Patients  with  coronary  artery  aneurysms  of 
all  types  present  with  symptoms  related  to  an- 


gina pectoris,  myocardial  infarction,  congestive 
heart  failure,  and/or  sudden  death  secondary 
to  rupture  of  the  aneurysm  with  bleeding  into 
the  pericardial  sac.  Bjork3  et  al.  reported  a case 
in  which  coronary  blood  flow  was  measured 
with  the  use  of  an  electromagnetic  flowmeter. 
These  authors  proposed  that  the  coronary  ane- 
urysm resulted  in  a coronary  “steal”  syndrome 
due  to  flow  of  blood  into  a large  relaxed  ane- 
urysm during  diastole,  and  retrograde  coronary 
flow  during  systole.  Ebert2  et  al.  described  a 
young  woman  who  presented  with  chest  pain 
and  myocardial  infarction.  Subsequent  coronary 
angiography  demonstrated  an  isolated  aneurysm 
of  the  proximal  left  circumflex  coronary  artery. 
The  aneurysm  was  resected  and  a saphenous  vein 
graft  was  implanted  into  the  distal  circumflex 
artery  with  a good  post-operative  result.  The 
remainder  of  the  patients  coronary  arterial  sys- 
tem was  essentially  normal.  In  this  latter  case 
it  was  thought  that  myocardial  infarction  re- 
sulted from  a coronary  embolism  which  had  as 
its  source,  the  coronary  aneurysm. 

Thus  patients  with  coronary  artery  aneurysm 
may  have  symptoms  based  on  coronary  artery 
disease  with  myocardial  ischemia,  embolization 
from  the  aneurysm  or  from  a “steal”  syndrome. 

Corrective  surgery  might  be  indicated  for  sub- 
jects with  isolated  coronary  artery  aneurysms  or 
patients  who  have  distal  coronary  arteries  ade- 
quate for  implantation  of  a saphenous  vein  by- 
pass graft.  This  was  the  setting  in  the  second 
case  described  here.  The  extent  and  degree  of 
disease  in  our  first  patient  militated  against  any 
attempt  at  such  a procedure. 
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Editorial  Comment:  This  report  is  an  excellent 
summary  of  the  founding  and  of  the  first  six 
years  of  operation  of  a remarkable  Rehabilitation 
Institute,  but  mostly  ignores  the  fact  that  Carl  R. 
Bjorklund,  M.D.  was  the  individual  who  really 
made  it  happen.  Arizona  Medicine  salutes  the 
entire  organization. 


THE  REHABILITATION  PROGRAM  AT 
GOOD  SAMARITAN  HOSPITAL, 
PHOENIX,  ARIZONA 

RICHARD  M.  HARMS,  B.S. 

CARL  R.  BJORKLUND,  M.D. 

SYNOPSIS  — ABSTRACT 

After  five  years  of  operation,  the  rehabilitation 
program  at  Good  Samaritan  Hospital  is  looked 
at  in  retrospect  and  prospect.  Events  leading  up 
to  its  creation  are  traced  as  well  as  considera- 
tions involved  in  planning  and  construction  of 
the  physical  facility.  Problems  relating  to  construc- 
tion, program  organization,  and  provision  of  serv- 
ices are  discussed.  The  present  status  of  the  Insti- 
tute is  considered  with  comment  as  to  attain- 
ments in  growth  and  development,  patient  care, 
and  professional  philosophy.  It  is  felt  that  the 
rehabilitation  program's  development  thus  far 
has  equipped  it  admirably  to  fit  into  a future 
which  will  stress  the  accountability  of  health 
services. 

The  Institute  of  Rehabilitation  Medicine  at 
Good  Samaritan  Hospital  opened  its  doors  in 
September  of  1967.  In  this,  its  sixth  year  of  oper- 
ation, it  seems  appropriate  to  pause  and  reflect 
upon  the  circumstances  which  brought  it  into 
existence,  its  state  of  advancement  in  providing 
patient  service,  and  its  role  in  the  future. 
BACKGROUND 

In  considering  the  elements  involved  in  the 
Institute’s  present  operation,  one  sees  a com- 
bination of  circumstances  occurring  on  a chron- 
ological continuum  beginning  as  far  back  as 
1920  with  the  passage  of  the  Industrial  Reha- 
bilitation Act.  This  was  legislation  that  grew 
out  of  national  concern  for  the  physically  handi- 
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tan Hospital,  Phoenix  85006. 
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capped  veterans  of  World  War.  It  provided  for 
their  vocational  rehabilitation  and  was  later  ex- 
panded to  include  disabled  civilians  as  well. 
The  Act,  in  combination  with  a series  of  increas- 
ingly liberal  pieces  of  legislation  ( Social  Security 
Act  of  1935,  Barden-LaFollette  Act  of  1943,  and 
amendments  to  the  act  in  1954,  1967,  and  1968), 
formed  the  background  for  the  eventual  creation 
of  an  in-patient  rehabilitation  facility  in  Arizona. 
The  effect  of  all  this  legislation,  growing  out  of 
increasing  concern  for  the  needs  of  the  disabled, 
was  to  broaden  and  deepen  rehabilitation  serv- 
ice of  every  kind.  Ultimately  included  was  direct 
assistance  in  the  construction  of  new  facilities, 
provision  of  new  opportunities  for  service  to 
the  disadvantaged  whether  disabled  or  not,  and 
comprehensive  planning  at  the  state  level  for 
expansion  of  services  to  all  persons  in  need  of 
rehabilitation. 

Coincident  with  this  growing  national  thrust 
toward  rehabilitation,  leaders  of  health  services 
in  Arizona  were  becoming  aware  of  the  state’s 
shortcoming  in  availability  of  these  kinds  of  serv- 
ices. Only  partial,  fragmented  care  was  routinely 
provided  for  the  rehabilitation  patient  and  there 
was  a lack  of  hospital  beds  for  those  who  re- 
quired extended  hospital  stay.  The  deficits  were 
rather  dramatically  underlined  each  time  a catas- 
trophically disabled  citizen  had  to  be  transport- 
ed to  facilities  in  other  states  for  care. 

With  the  national  and  local  scenes  producing 
pressures  for  rehabilitation  service  it  was  only 
a question  of  time  before  an  individual  health 
facility  in  Arizona  responded  to  the  clear  need. 
Good  Samaritan  Hospital  had  several  points  in 
its  favor  as  the  facility  of  choice.  It  was  cen- 
trally located  from  both  a geographical  and 
population  standpoint,  had  a philosophy  of  prog- 
ressive patient  care,  and  possessed  an  organiza- 
tion effective  enough  to  plan  and  build  a reha- 
bilitation plant  and  program. 

These  were  the  three  principal  elements  which 
entered  into  the  building  and  completion  of  a 
rehabilitation  facility  in  Arizona  — an  accumu- 
lated momentum  toward  provision  of  rehabilita- 
tion service  on  a national  scale,  an  awareness 
of  deficits  on  the  local  level,  and  a centrally  lo- 
cated hospital  with  a positive  philosophic  and 
organizational  climate,  a hospital  which  was  able 
to  define  its  role  and  attract  the  staff  necessary 
for  planning,  construction,  and  operation. 
PLANNING 

The  first  step  in  the  preliminary  planning, 


which  began  in  1961,  was  to  objectively  estab- 
lish the  need  for  rehabilitation  service  in  Mari- 
copa County.  In  so  doing,  the  hospital  worked 
closely  with  the  Maricopa  County  Health  Faci- 
lities Planning  Council,  an  agency  which  had 
been  formed  in  1959  for  the  purpose  of  coordin- 
ating, developing,  and  implementing  plans  for 
construction,  expansion,  replacement,  and  financ- 
ing of  health  facilities.  Survey  material  compiled 
by  the  Planning  Council  and  surveys  of  exist- 
ing rehabilitation  facilities  by  Good  Samaritan 
pointed  conclusively  to  serious  deficits  in  the 
availability  of  bed  space  and  services  for  patients 
requiring  long-term  hospitalization. 

With  the  endorsement  of  the  Planning  Coun- 
cil, the  hospital  began  planning  for  the  facility 
itself.  Trips  were  made  to  rehabilitation  facili- 
ties similar  to  Good  Samaritan’s  projections  in 
that  they  were  hospital  based  and  had  popula- 
tion centers  of  the  same  relative  size.  These  in- 
cluded the  Texas  Institute  of  Rehabilitation  in 
Houston,  the  Younkers  Memorial  Rehabilitation 
Center  in  Des  Moines,  and  the  Memorial  Hos- 
pital of  Long  Beach.  Additional  information  was 
obtained  from  a visit  to  the  Rehabilitation  In- 
stitute of  Chicago.  An  internal  analysis  of  hos- 
pital statistics  combined  with  the  results  of  these 
visits  provided  information  regarding  the  num- 
ber and  types  of  services  which  would  be  re- 
quired, the  number  and  types  of  personnel, 
equipment  needed,  and  the  size  and  arrange- 
ment of  the  physical  plant  itself.  During  this 
period  of  planning  it  became  increasingly  clear 
that  a rehabilitation  facility  as  an  integral  part 
of  a general  hospital  offered  significant  advan- 
tages over  the  free-standing  variety,  including 
maximum  opportunity  for  early  referral  and  treat- 
ment of  patients,  a stable  referral  source,  phy- 
sician continuity  in  patient  treatment,  lower 
operating  costs  due  to  availability  of  hospital 
services  ( laboratory,  X-ray,  laundry,  power  plant, 
etc.,),  greater  ability  to  recruit  and  retain  staff, 
and  better  coverage  and  payment  for  services 
by  third-party  payers. 

Care  was  taken  in  the  selection  of  architects 
for  the  project  looking  for  long,  direct  experi- 
ence in  the  building  of  hospital  and  rehabilita- 
tion facilities,  and  the  ability  to  work  easily 
with  hospital  service  staff  in  planning  the  detail 
and  layout  of  the  new  building. 

It  was  apparent  from  the  start  that  planning 
for  additional  staff  and  equipment  had  to  be 
done  well  in  advance  if  interruptions  of  service 
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were  to  be  avoided  during  the  period  of  occu- 
pancy. An  intensive  recruiting  campaign  was 
conducted  by  the  hospital’s  personnel  depart- 
ment. The  purchasing  department  began  ac- 
cumulations of  equipment  lists  and  actual  pur- 
chasing of  equipment  was  done  well  ahead  of 
time. 

The  end  result  of  these  efforts  to  coordinate 
and  systematize  planning  was  the  occupying  of 
a functional,  attractive  physical  plant  in  a single 
weekend  with  no  interruptions  in  patient  serv- 
ice. 

PROBLEMS  ENCOUNTERED 

One  wonders  if  the  perfect  physical  plant  has 
ever  been  built.  If  so,  ours  was  not  one  of  these. 
After  a period  of  occupancy  it  became  apparent 
that  too  little  space  had  been  allotted  for  clerical, 
secretarial,  and  reception  functions.  It  also  be- 
came obvious  that  therapeutic  exercise  areas  had 
been  shortchanged.  There  was  no  choice  but  to 
internally  rearrange  available  space  to  permit  as 
tolerable  a function  as  possible  and  then  live 
with  the  result. 

The  organization  of  the  support  service  sys- 
tems presented  some  difficulties.  A centraliza- 
tion of  secretarial-typist,  patient  escort,  and  ap- 
pointment coordination  functions  had  been  part 
of  the  original  planning.  After  enduring  two 
years  of  high  employee  turnover,  absenteeism, 
low  morale,  and  inordinate  time  spent  in  com- 
municating procedural  intricacies  involved  in 
centralization,  a systematic  reversal  and  decen- 
tralization of  these  functions  was  instituted.  For 
the  last  three  years  each  service  unit  has  handled 
its  own  support  functions.  The  result  has  been 
fewer  total  employees  required,  smoother  over- 
all operation  without  breakdowns  of  centrally 
operating  units,  lower  turnover,  and  improved 
morale.  A decentralized  system  appears  to  pro- 
vide better  opportunity  for  control  and  supervi- 
sion but  more  importantly  a chance  for  staff  to 
identify  and  participate  in  a specific  service  ac- 
tivity. 

There  were  at  least  two  periods  of  financial 
strain  during  the  planning  phase.  The  first  re- 
quired an  overall  cutback  in  staff,  supply,  and 
equipment  expense  for  the  better  part  of  a year 
while  a second  pinch  resulted  in  the  elimina- 
tion of  space,  equipment,  and  staff  for  an  ortho- 
tics  service  which  had  been  included  in  the 
original  planning  and  construction.  These  were 
difficult  compromises  but  the  eventual  comple- 
tion of  the  facility  was  not  seriously  hampered. 


Working  relationships  between  paramedical 
and  physician  staff  while  posing  no  continuing, 
formidable  problems,  did  produce  some  con- 
cerns. The  rehabilitation  program  had  always 
emphasized  delegation  of  responsibility  to  the 
paramedical  services  with  an  expectation  from 
them  of  original  contributions  to  patient  care. 
The  physician,  in  addition  to  providing  direct 
medical  service,  was  responsible  for  professional 
coordination  of  the  program.  Difficulties  arose 
in  the  process  of  refining  this  concept  and  in 
arriving  at  a clear  understanding  of  the  respec- 
tive areas  of  responsibility.  Through  frank  and 
open  discussion  with  all  team  members  the  con- 
cept has  remained  fresh  and  intact  and  is  now 
pointed  toward  a future  which,  from  all  indi- 
cations, will  tap  this  type  of  working  relation- 
ship to  its  fullest. 

Acceptance  and  use  of  the  new  rehabilitation 
facility  by  the  medical  community  was  a ques- 
tion considered  early  in  the  planning.  The  con- 
cept of  multi-disciplinary  treatment  forces  focus- 
ing on  chronic  disability  and  its  ramifications 
into  patient  independence  and  function  was  only 
imperfectly  understood  in  the  community  and 
there  still  existed  much  of  the  strong  negative 
feeling  that  was  prevalent  in  the  middle  ’50’s 
over  providing  medical  services  under  public 
auspices  or  with  the  support  of  the  federal  gov- 
ernment. The  Institute’s  practice  of  accepting 
patients  only  by  referral  from  other  physicians 
and  its  encouragement  of  dual  management  of 
the  rehabilitation  patient  by  both  the  referring 
physician  and  the  consulting  physiatrist  partially 
offset  these  initial  problems  with  acceptance  of 
the  program.  Although  this  approach  has  been 
modified  somewhat  in  recent  years  particularly 
in  the  treatment  of  spinal  injury  where  physical 
disability  and  medical  problems  are  continu- 
ously intertwined,  dual  management  and  physi- 
cian-to-physician  referral  has  done  much  to  bring 
about  the  program’s  healthy  acceptance.  Ulti- 
mately of  course,  any  rehabilitation  program’s 
acceptance  and  use  hinges  entirely  upon  real- 
istic and  productive  management  of  its  patients. 

INDICATORS  OF  SUCCESS 

The  growth  and  development  of  the  Institute 
in  the  last  five  years  have  emphasized  the  real 
need  that  existed  for  these  services  in  prior  years. 
From  a single  physical  therapy  service  with  no 
medical  direction,  the  program  has  developed 
into  a comprehensive  facility  with  a staff  of 
135.  In  addition  to  the  original  physical 
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therapy  unit  which  is  now  greatly  enlarged,  it 
provides  services  in  the  medical  specialty  of 
physical  medicine  and  rehabilitation,  occupa- 
tional therapy,  speech,  pathology,  orthotics,  psy- 
chology, rehabilitation  social  service,  rehabili- 
tation nursing  and  field  nursing,  vocational  coun- 
seling, and  recreational  therapy.  The  last  five 
years  have  seen  an  increase  of  over  200%  in 
numbers  of  staff  and  in  volume  of  treatment 
activity.  There  has  been  an  eight-fold  increase 
in  the  number  of  full-time  physiatrists  on  the 
Institute  staff.  With  increased  appreciation  of 
the  program’s  role,  a 50%  increase  has  been  ex- 
perienced in  the  number  of  physician  referrals 
in  which  the  physiatrist  has  become  the  primary 
physician. 

As  development  proceeded  and  services  were 
added,  new  dimensions  of  care  became  available 
to  both  the  physician  and  patient  community. 
Being  primarily  hospital  services,  the  treatment 
units  in  the  Institute  became  available  to 
any  qualified  physician  to  use  in  the  care  and 
treatment  of  his  patients.  The  patient  benefited, 
of  course,  from  the  availability  of  a broader 
range  of  diagnostic  and  evaluative  services  and 
from  increased  opportunities  for  the  attainment 
of  independence  and  function. 

A notable  achievement  in  patient  care  was 
the  creation  of  a spinal  injury  service  within 
the  Institute  in  January  of  1969.  Prior  to  the 
existence  of  this  service,  the  Institute  was  rarely 
called  upon  to  manage  the  care  and  treatment 
of  the  patient  with  a spinal  injury.  Today,  the 
service  is  providing  treatment  for  an  average 
census  of  almost  thirty  spinal  injury  patients,  a 
fact  which  is  reflective  of  the  excellence  of  care 
for  the  disability  and  the  increasing  recognition 
which  is  being  accorded  this  aspect  of  the  reha- 
bilitation program.  In  June  of  1970,  the  South- 
west Regional  System  for  Treatment  of  Spinal 
Injury  was  formed,  a multiple  facility  project 
set  up  for  the  coordination  of  care  of  the  patient 
with  spinal  injury.  Cooperating  with  the  Insti- 
tute in  this  project  were  the  Barrow  Neurological 
Institute  of  Phoenix,  Arizona  State  University, 
and  the  Arizona  State  Division  of  Vocational 
Rehabilitation.  The  regional  system  was  given 
federal  recognition  in  that  same  year  with  the 
awarding  of  a five-year  operational  grant  from 
the  Office  of  Research,  Demonstration,  and 
Training  of  the  Department  of  Health,  Educa- 
tion, and  Welfare.  Arrangements  were  also  made 
at  that  time  to  supplement  the  grant  with  funds 


to  underwrite  cost  of  care  for  the  medically  in- 
digent patient  with  a spinal  injury. 

A clear,  well-formed  philosophy  is  often  at 
the  root  of  many  successful  human  efforts.  This 
was  true,  as  has  been  mentioned,  of  the  origin 
of  the  rehabilitation  program  at  Good  Samari- 
tan, a project  undertaken  by  an  institution  with 
a commitment  to  progressive  patient  care.  Simil- 
larly,  within  the  Institute,  professional  and  ad- 
ministrative philosophies  have  developed  which 
are  of  continuing  significance  to  its  patients.  The 
spinal  injury  service  had,  at  the  outset,  a credo 
of  early  entry  into  the  rehabilitation  process  and 
intensive  treatment  which  resulted  in  markedly 
reduced  hospital  stay.  In  addition  to  early  return 
of  the  patient  to  a more  normal  environment, 
the  high  cost  of  hospitalization  was  minimized. 
This  same  approach  is  used  in  the  treatment  of 
all  disabilities  in  the  program.  The  effect  of 
scrupulous  attention  to  minimizing  hospital  stay 
can  be  seen  in  the  reduction  of  average  length 
of  stay  for  the  stroke  patient  from  37  days  in 
1968  to  just  under  17  days  in  1971,  a reduction 
which  represents  tremendous  savings  in  avail- 
ability of  beds,  higher  numbers  of  patients  re- 
ceiving services,  return  of  the  patient  to  his 
home  and  community,  and  in  total  health  dollars 
expended. 

The  Institute  has  made  good  progress  in  effec- 
tively pooling  the  talents  of  the  rehabilitation 
team  in  coping  with  patient  disability.  Lip  serv- 
ice has  been  given  to  this  deceptively  simple 
idea  for  over  20  years  yet  its  effective  imple- 
mentation may  still  be  the  exceptional  practice 
rather  than  the  rule.  Our  experience  indicates 
that  the  basic  arrangement  and  utilization  of  the 
service  units  are  the  keys  to  genuine  team  func- 
tioning. The  interdependence  of  services  in  a 
good  rehabilitation  program  clearly  indicates 
that  no  single  individual  or  service  can  provide 
expertise  in  the  many  facets  of  rehabilitation. 
It  logically  follows  that  unique  contributions  to 
patient  care  must  come  from  staff  with  the  neces- 
sary direct  training  and  experience  in  a spe- 
cialty area.  The  physician,  having  primary  pa- 
tient responsibility,  will  pull  together  the  efforts 
of  the  paramedical  disciplines,  render  the  neces- 
sary decisions,  and  foive  direction  to  the  program 
in  the  best  patient  interest.  His  is  the  “quarter- 
backing”  role  on  the  team.  Such  an  arrangement 
makes  good  administrative  as  well  as  professional 
sense.  It  is  essentially  a horizontal  organization 
of  independently  functioning  units,  each  carry- 
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ing  its  share  of  the  professional  and  administra- 
tive load.  At  the  Institute  the  system  has  pro- 
duced good  organizational  stability,  minimal 
operating  difficulties,  and  a group  of  on-going 
treatment  services  which  is  not  critically  de- 
pendent upon  one  or  two  individuals.  If  the  key 
to  the  rehabilitation  team  concept  is  this  type 
of  system,  then  the  key  to  the  system  itself  may 
be  found  in  the  courage  of  the  program’s  leader- 
ship in  extending  a high  degree  of  responsibility 
and  authority  to  all  treatment  and  service  staff. 

Professional  education  has  always  played  an 
important  role  at  this  hospital,  pre-dating  even 
the  earliest  consideration  for  a rehabilitation 
program.  In  the  early  physical  therapy  service, 
professional  education  took  the  form  of  strong 
emphasis  on  inservice  education  and  maximum 
exposure  of  staff  to  new  techniques  and  con- 
cepts. Consistent  emphasis  on  the  importance 
of  educational  activity  eventually  led  to  the 
development  of  formal  programs  at  several  levels 
in  the  rehabilitation  program.  In  1966,  a resi- 
dency program  in  physical  medicine  and  reha- 
bilitation was  begun.  Twelve  men  have  com- 
pleted or  are  completing  training  in  this  medi- 
cal specialty.  They  have  provided  new  services 
and  leadership  for  several  hospitals  in  Arizona, 
the  Arizona  Regional  Medical  Program,  and  for 
health  facilities  and  patient  communities  in  other 
parts  of  the  country.  Interestingly  enough,  the 
program  is  the  only  one  of  its  kind  by  virtue 
of  its  being  offered  by  a non-profit,  general  hos- 
pital without  medical  school  affiliation.  Student 
affiliation  programs  began  developing  during 
the  late  1960’s  in  occupational  therapy,  speech 
pathology,  social  service,  and  physical  therapy. 
The  programs  have  grown  to  the  point  where 
they  now  take  in  many  institutions  outside  Ari- 
zona including  the  Universities  of  Colorado,  East- 
ern Michigan,  North  Dakota,  Puget  Sound,  Texas, 
Tufts,  Utah,  and  the  Utica  College  of  Syracuse. 

The  extensive  grant  support  of  the  Institute’s 
spinal  injury  service  has  already  been  men- 
tioned. An  additional  broad  range  of  grant  as- 
sistance has  been  provided  to  the  rehabilitation 
program  as  a whole  from  the  Rehabilitation 
Services  Administration  of  the  Department  of 
Health,  Education,  and  Welfare,  and  the  Ari- 
zona State  Division  of  Vocational  Rehabilitation. 
The  help  of  these  two  agencies  has  been  instru- 
mental in  obtaining  equipment,  initial  staffing 
for  the  facility,  and  a continuous  educational 
program  for  medical  residents. 


The  growth  in  treatment  volume  in  the  Insti- 
tute, increases  in  staff  and  services,  achievements 
in  patient  care  and  in  professional  education  in- 
dicate that  Good  Samaritan  has  made  significant 
progress  in  overcoming  deficits  in  rehabilitation 
services  in  the  community.  Throughout  the  pe- 
riod of  planning,  building,  and  program  devel- 
opment, the  most  fundamental  objective  of  the 
program  has  been  to  provide  excellent  clinical 
services.  Indications  are  that  the  program  is  hav- 
ing a direct,  positive  impact  on  the  lives  of  its 
patients  and  that  realistic  and  productive  man- 
agement of  the  rehabilitation  patient  has  become 
a reality. 

THE  FUTURE 

A solid  pattern  of  treatment  activity  has  now 
been  established  in  the  Institute.  After  meeting 
the  early,  essentially  quantitative  requirement 
of  a backlogged  demand  for  rehabilitation  serv- 
ice, the  program  emphasis  has  shifted  steadily 
toward  qualitative  concerns,  toward  the  build- 
ing of  treatment  concepts,  the  studying  and 
selection  of  the  most  effective  methods  of  treat- 
ment, and  toward  the  designing  of  an  organiza- 
tion for  efficient  delivery.  Markedly  reduced  hos- 
pital stay  for  spinal  injury  and  stroke  patients 
points  to  the  success  of  these  efforts,  as  does  the 
increased  number  of  catastrophically  disabled 
patients  being  seen  in  the  program,  those  who 
draw  increasingly  on  comprehensive  rehabilita- 
tion measures  which  stretch  beyond  the  confines 
of  the  hospital  into  home  care  and  vocational 
planning. 

Patterns  of  treatment  activity  in  the  Institute 
have  congealed  into  an  overall  philosophy  based 
on  the  natural  history  of  disease  and  disibility 
and  characterized  by  intensive  treatment  direct- 
ed toward  early  return  to  the  normal  environ- 
ment. The  philosophy  has  turned  out  to  be  un- 
usually anticipatory  of  current  political  and 
economic  trends,  public  sentiment  against  high 
costs  of  health  service,  and  increasing  demands 
for  efficiency  in  the  delivery  of  services.  The 
emerging  emphasis  on  justifying  services,  ac- 
counting for  delivery  and  completion,  and  on 
producing  tangible  results  will  build  and 
strength  in  the  decade  to  come.  As  a natural 
result  of  years  of  basing  a program  on  these 
same  tenets,  the  rehabilitation  program  at  Good 
Samaritan  Hospital  should  fit  easily  into  the 
healthy  and  realistic  framework  of  rehabilita- 
tion services  of  the  future. 
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AN  INTERNATIONAL  CONGRESS  ON  THE  ACUTE 
MANAGEMENT  OF  SPINAL  CORD  INJURIES 


The  International  Medical  Society  of  Para- 
plegia is  joining  with  the  Spinal  Cord  Injury 
Service  of  the  United  States  Veterans  Adminis- 
tration to  present  a conference  which  will  con- 
centrate on  the  vital  problems  of  the  acute 
management  of  the  spinal  cord  injured  person 
on  October  29-31,  1973,  at  the  Safari  Hotel  Con- 
vention Center  in  Scottsdale,  Arizona.  An  inter- 
national faculty  will  give  an  integrated  presenta- 
tion of  the  different  spinal  and  spinal  cord 
lesions.  Each  category  will  be  discussed  by  a 
Neurosurgeon,  an  Orthopedic  Surgeon  and  a 
“Paraplegist,”  followed  by  general  discussion. 
The  program  will  include  a session  on  recent 
research  on  spinal  cord  injuries,  a session  on  the 
acute  management  of  common  associated  injur- 
ies and  medical  problems,  and  is  approved  for 
17  required  hours  toward  ARMA’s  Certificate 
for  Continuing  Medical  Education. 

Sixteen  members  of  the  faculty  are  recognized 
authorities  in  the  field  of  spinal  injuries  from 
Australia,  The  Netherlands,  France,  England, 
Scotland,  South  Africa,  and  Germany.  Of  the 
twenty-five  participants  from  the  United  States 


seven  are  actively  involved  in  the  Southwestern 
Spinal  Injury  System  in  Phoenix,  viz.,  the  Bar- 
row  Neurological  Institute  of  St.  Joseph’s  Hos- 
pital and  Medical  Center  (acute  care  and  re- 
search) and  the  Good  Samaritan  Hospital  Insti- 
tute of  Rehabilitation  Medicine  (subacute  and 
chronic  care)  with  the  support  of  the  Division 
of  Rehabilitation  of  the  State  of  Arizona  and  of 
the  Arizona  State  University. 

This  conference  is  symbolic  of  the  growth  of 
medicine  in  Arizona,  particularly  during  the  past 
two  decades.  Prior  to  that  time  Arizona’s  medi- 
cal profession  confined  almost  all  of  its  output 
to  the  provision  of  medical  service  — the  prime 
reason  we  are  physicians.  However,  once  the 
service  needs  were  met  medical  education  and 
resarch  were  superimposed  upon  and  integrated 
with  services  in  order  to  provide  for  excellence 
in  the  future.  Arizona  is  no  longer  a debtor  state 
in  this  regard.  This  is  particularly  true  in  the 
field  of  spinal  injuries,  but  also  in  many  other 
branches  of  medicine. 
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BLUE  RIBBON  COMMITTEE 


PHILIP  E.  DEW,  M.D. 

PRESIDENT 

As  the  Annual  ArMA  Meeting  approached 
in  April,  1973,  one  issue  loomed  especially  large 
and  controversial.  That  was  the  mention  of 
whether  or  not  to  continue  the  corporate  body 
of  Blue  Shield  as  previously  constituted.  At  the 
start  of  the  week  of  the  Annual  Meeting,  it 
seemed  likely  that  the  Arizona  Mdical  Associa- 
tion House  of  Delegates  would  divorce  itself 
from  further  control  of  Blue  Shield,  which  it  had 
exercised  under  its  “other  hat”  as  the  Corporate 
Body  of  Blue  Shield.  During  that  week  mem- 
bers of  the  House  of  Delegates  seemed  to  be 
getting  second  thoughts  about  giving  up  control 
of  the  insurance  company  that  has  well  over 
half  of  the  business  of  its  type  in  the  state. 


At  the  last  meeting  of  the  corporate  body,  on 
the  last  day  of  the  convention,  a compromise 
resolution  by  Dick  Armstrong,  President  of  the 
Pima  County  Medical  Society  was  passed.  It 
took  cognizance  of  the  dissatisfaction  of  some 
physicians  with  Blue  Shield  and  called  for  a 
“Blue  Ribbon”  Committee  to  study  the  prob- 
lems. This  Committee  was  to  report  no  later 
than  the  next  annual  meeting. 

The  original  committee  appointed  was  a bal- 
anced committee.  It  included  those  who  had  been 
identified  with  or  who  had  been  involved  with 
the  policy  making  in  some  fashion  with  Blue 
Shield  on  one  hand;  and  it  also  included  those 
who  had  been  militantly  involved  with  opposi- 
tion or  antagonism  toward  the  Blues  on  the  other 
hand.  There  were  several  refusals,  which  left  the 
committee  weighted  on  the  side  of  the  Blue 
Shield  proponents.  This  seemed  evident  accord- 
ing to  one  observer,  who  called  it  to  my  attention 
after  the  first  committee  meeting. 

The  one  thing  that  has  been  most  consistent 
in  annual  meetings  that  most  of  us  have  attended 
in  recent  years  has  been  an  undercurrent  of  dis- 
satisfaction among  certain  physicians,  with  re- 
spect to  Blue  Cross  and  Blue  Shield.  It  was  felt 
mandatory  that  this  Blue  Ribbon  Committee  look 
into  the  complaints  of  these  physicians  this  year 
so  as  to  reunify  the  medical  association  and  get 
on  with  other  things.  It  certainly  is  not  our  in- 
tention of  having  this  Committee  “whitewash” 
Blue  Shield.  Certainly  all  aspects  of  the  problem 
must  be  aired  and  a rational  decision  made,  if 
possible.  It  is  for  this  reason  that  I am  adding 
some  additional  names  to  the  Committee,  if  the 
Board  of  Directors  approves.  These  are  going  to 
be  physicians  who  are  noted  for  their  vigorous 
disagreement  with  policies  and  practices  of  Blue 
Shield.  Dr.  John  Standifer,  Immediate  Past- 
President,  is  chairing  this  Committee.  His  fair- 
ness and  objectivity  in  the  past,  would  seem  to 
guarantee  a fair  hearing  of  all  points  of  view  on 
this  matter. 

The  allegations  against  Blue  Shield  should  be 
examined.  Our  position  with  respect  to  the  con- 
trol of  the  organization  should  be  analyzed  in 
the  light  of  other  states’  experience  with  corpor- 
ate body  control  and  without  it.  Regardless  of 
our  decision,  we  must  of  necessity,  be  in  the 
insurance  business  in  some  fashion  and  work 
toward  control  of  it  in  some  way,  for  the  sake 
of  our  patients. 
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RENAL  REPLACEMENT  THERAPY 


Renal  Replacement  Therapy  has  been  estab- 
lished at  Arizona  Medical  Center  in  a coordinat- 
ed program  suited  to  the  diverse  medical,  social 
and  economic  needs  of  patients  with  chronic 
end-stage  renal  disease.  The  purpose  of  renal 
replacement  therapy  is  to  prolong  useful  life  at 
a functional  level  acceptable  to  the  patient,  his 
family  and  society.  This  is  now  the  sole  criterion 
used  in  accepting  patients,  if  rehabilitation  is 
deemed  possible.  Once  therapy  is  begun,  some 
form  of  renal  replacement  is  provided  for  the 
rest  of  the  patient’s  life. 

In-hospital  hemodialysis  is  employed  at  first, 
for  diagnostic  evaluation  of  the  patient’s  kidney 
and  other  problems  and  to  stabilize  his  uremic 
state.  In-hospital  dialysis  also  precedes  and,  if 
necessary,  follows  transplantation  and  is  utilized 
during  hospitalization  for  any  other  problem. 
This  is  the  most  expensive  form  of  treatment 
and  is  not  offered  as  long-term  therapy.  Thus, 
only  a small  in-hospital  dialysis  unit  is  required. 

Long-term  therapy  may  consist  of  ambulatory, 
out-of-hospital,  “limited  care”  hemodialysis; 
home,  self-care  hemodialysis;  a cadaver-donor 
renal  transplant;  or  a related-donor  transplant. 
Numerous  factors  influence  the  selection  of  long- 
term therapy  in  a particular  case,  but  the  patient 
must  be  educated  regarding  all  forms  of  therapy 
and  must  share  in  the  decision  to  select  the  form 
ultimately  used  since  he  and,  in  many  instances, 
his  family,  actively  participate.  The  nephrolo- 
gist, surgeon  and  medical  social  worker  all  help 
the  patient  make  his  decision.  No  decision  is 
irrevocable.  Indeed,  the  patient  should  be  re- 
evaluated at  appropriate  intervals  to  see  if  a 
change  in  the  type  of  replacement  therapy 
should  be  made.  Results  so  far  suggest  that  sur- 
vival is  more  significantly  improved  through  a 
program  that  offers  all  modalities  of  therapy, 
changing  from  one  to  another,  than  through 
chronic  hemodialysis  or  transplantation  alone. 

Out-of-hospital,  “limited  care”  hemodialysis  is 
offered  at  a remodeled  house  two  blocks  from 
University  Hospital.  The  six-bed  facility,  owned 
by  the  University,  was  remodeled  with  funds 
from  an  Arizona  Regional  Medical  Program 


grant  and  the  Pima  County  Chapter  of  the  Ari- 
zona Kidney  Foundation.  On  July  1,  1973  many 
patients  treated  at  the  Medical  Center  became 
eligible  for  Medicare  benfits,  irrespective  of  age, 
under  Public  Law  92-603,  thus  combining  pri- 
vate, state  and  federal  resources  to  create  South- 
ern Arizona’s  Artificial  Kidney  Unit. 

That  unit  now  provides  life-saving  care  for  12 
patients,  operating  one  shift  six  days  weekly. 
Eventual  expansion  will  accommodate  24  pa- 
tients, without  requiring  additional  space  or 
equipment,  by  staffing  a second  shift.  Patients 
are  taught  and  encouraged  to  participate  in  their 
own  care  to  the  extent  each  is  able,  to  reduce 
expensive  staffing.  The  unit  is  the  focal  point  of 
the  program  of  renal  replacement  therapy,  pend- 
ing home  dialysis  training  or  transplantation. 

Both  University  Hospital  and  Veterans  Ad- 
ministration Hospital  patients  receive  home  di- 
alysis training  at  a new  complex  at  the  VA 
Hospital,  which  utilizes  two  reclining  chairs  as 
hemodialysis  “beds.”  Each  patient  and  his  helper 
learn  to  operate  new  hardware  purchased  for 
the  patient’s  home.  The  complex  includes  a tech- 
nical training  area  and  an  audiovisual  training 
room.  Teaching  is  conducted  in  either  English 
or  Spanish,  as  circumstances  require,  and  audio- 
visual aids  are  recorded  in  both  languages.  The 
VA  Hospital  is  also  the  site  of  renal  transplanta- 
tion for  both  University  and  VA  Hospital  pa- 
tients, in  a separately  staffed  and  geographically 
distinct  five-bed  unit.  Tissue  typing  is  available, 
and  a kidney  donor  van,  equipped  with  perfu- 
sion apparatus  and  staffed  by  a full-time  tech- 
nician is  ready  for  dispatch  to  any  Arizona  com- 
munity to  retrieve  appropriate  cadaver  kidneys 
for  transplantation. 

This  program  offers  Arizonans  a new,  broad 
dimension  in  treatment  of  endstage  kidney  dis- 
ease. Though  young,  it  has  already  given  ex- 
tended useful  life  to  more  than  70  patients. 
Patient  survival  of  94  percent  for  the  first  year 
of  treatment  and  94  percent  after  the  second 
year  should  bring  significant  hope  to  patients 
with  severe  kidney  disease. 
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NOTICE  TO  SINGLE  STATE  AGENCY  FOR  DRUG  ABUSE  PREVENTION 


This  report  is  additional  guidelines  relating  to  the 
continuing  therapy  of  individuals  who  are  pre- 
scribing methadone  for  analygesic  purposes  and 
for  those  who  are  "medically"  dependent  on 
methadone.  The  original  report  appeared  in  the 
August  issue  of  ARIZONA  MEDICINE,  Page  566 
entitled  "Questions  and  Answers,  Methadone 
Treatment  Programs,  FDA  Regulations." 


SUBJECT:  Guidelines  for  Continued  Therapy 
of  Individuals  Currently  Receiving  Methadone 
for  Chronic  Pain  or  Who  are  Currently  “Medic- 
ally” Dependent  on  Methadone. 

A.  GUIDELINES  FOR  CONTINUED 
THERAPY  OF  INDIVIDUALS 
CURRENTLY  RECEIVING 
METHADONE  FOR  CHRONIC  PAIN 

The  following  guidelines  are  based  on  the 
FDA  Regulations  outlining  conditions  for  the 
use  of  methadone  [21  CFR  130.44].  These  guide- 
lines reflect  the  position  that  chronic  pain,  ex- 
cept in  unusual  cases,  can  and  should  be  treated 
with  drugs  other  than  methadone.  Therefore, 
we  recommend  the  following  steps  be  taken: 

1.  Physicians  should  attempt,  to  the  extent 
feasible  and  consistent  with  the  best  inter- 
ests of  the  patient,  to  use  an  alternate  drug. 

2.  In  those  cases  where,  in  the  attending  phy- 
sician’s clinical  judgment,  methadone  is 
considered  the  drug  of  choice,  it  is  the 
physician’s  responsibility  to  document  that 
this  is  so,  and  to  then  identify  a source  of 
methadone.  Such  sources  may  include: 

a.  A hospital  pharmacy  approved  by  the 
FDA  to  dispense  methadone  for  in- 
patients and  out-patients  for  analgesia 
in  cases  of  severe  pain; 


b.  A community  pharmacy  approved  by  the 
FDA  to  dispense  methadone  for  anal- 
gesia in  cases  of  severe  pain.  Generally, 
such  approval  is  obtainable  when  no 
hospital  pharmacy  has  been  approved 
in  a specific  geographic  location. 

B.  GUIDELINES  FOR  CONTINUED 
THERAPY  OF  INDIVIDUALS  WHO 
ARE  CURRENTLY  “MEDICALLY” 
DEPENDENT  ON  METHADONE 

It  has  been  brought  to  our  attention  that 
there  is  a small  number  of  people  who  claim  to 
have  become  dependent  on  methadone  follow- 
ing a course  of  medical  treatment.  In  such  cases, 
it  is  suggested  that  the  attending  physician  care- 
fully evaluate  the  physical  and  psychologic  status 
of  his  patient  and; 

1.  Attempt  to  detoxify  the  patient  as  an  in- 
patient; 

2.  If  multiple  detoxification  attempts  fail  and 
the  patient  cannot  maintain  a drug-free 
status,  consider  alternate  medication; 

3.  In  the  event  that  all  of  the  above  are  un- 
successful and  methadone  must  be  utilized, 
the  attending  physician  should  refer  the  pa- 
tient to  an  approved  Methadone  Treatment 
Program  where  he  can  be  detoxified  on  an 
out-patient  basis  or,  if  necessary,  be  main- 
tained. 

It  is  the  responsibility  of  the  Single  State 
Agency  to  see  that  methadone  is  available  where 
a justified  medical  need  arises.  Furthermore, 
hospitals  should  be  encouraged  to  apply  for 
approval  from  the  State  Authority  and  the  Food 
and  Drug  Administration  to  have  methadone 
available  for  use  on  an  in-patient  and  out-patient 
basis  for  analgesia  in  severe  pain,  for  in-patient 
detoxification,  and  for  in-patient  temporary 
maintenance. 


ARIZONA  MEDICINE  ~]\~] 


In  Memoriam 


Roland  F.  Schoen,  M.D. 


1913  - 1973 

Dr.  Roland  F.  Schoen,  60,  prominent  Casa 
Grande  physician,  suffered  a fatal  heart  attack 
Sunday  afternoon  in  his  office  at  Arizona  Job 
Colleges,  Cottonwood  Lane. 

Private  services  for  the  family  only  will  be 
held  at  10  a.m.  Wednesday  at  the  Cole  and 
Maud  Mortuary  Chapel,  215  So.  Washington  St. 
Rev.  Robert  Stahmer,  pastor  of  the  First  Presby- 
terian Church  will  officiate.  Cremation  will 
follow. 

Born  March  8,  1913  in  Beaver  Dam,  Wis.,  Dr. 
Schoen,  a fourth  generation  physician,  began 
his  general  practice  in  his  home  town  in  1939. 
He  served  his  praeceptorship  in  general  surgery 
from  1940  until  1949  with  the  late  Dr.  T.  C. 
Clarke.  He  was  a member  of  the  faculty  of 
Sacred  Heart  School  of  Nursing,  Milwaukee, 
Wis.  from  1949  until  1951.  He  continued  his 
practice  of  medicine  in  Beaver  Dam  until  1953. 

He  served  as  a major  in  the  U.S.  Army  Med- 
ical Corps  from  1953  until  1955  when  he  entered 
general  practice  in  Casa  Grande.  He  was  chief 
of  surgery  at  Hoemako  Cooperative  Hospital 
from  1955  until  1969  and  was  also  chief  of  staff 
there  from  1965  until  1969. 

In  1970  Dr.  Schoen  accepted  the  post  of  med- 
ical director  of  Pinal  County  Health  Services. 


During  the  two  years  he  filled  that  post,  he  was 
medical  director  of  Pinal  County  Health  Dept, 
and  Pinal  General  Hospital;  president  of  the 
Pinal  General  Hospital  board  of  directors;  med- 
ical services  coordinator;  and  co-chairman  of 
the  Pinal  County  Health  Planning  Council. 

He  joined  Arizona  Job  Colleges  as  project 
physician  July  1,  1972. 

He  was  appointed  by  Governor  Jack  Williams 
to  the  Arizona  Health  Planning  Authority 
Board.  From  1965  until  1969  he  was  a member 
of  the  Board  of  Directors,  Arizona  Medical 
Association,  and  editor  of  “Arizona  Medicine,” 
professional  publication. 

His  professional  associations  include  fellow, 
American  Society  of  Abdominal  Surgeons  from 
1968  until  the  present;  fellow,  American  Geri- 
atrics Society  1962  until  the  present;  member, 
American  Academy  of  Family  Practice,  1950  un- 
til the  present;  member,  American  Medical  Writ- 
ers Association,  1965  until  the  present;  charter 
fellow  of  American  Academy  Family  Physicians 
1972;  member  of  Pinal-Gila  Health  Planning 
Authority;  member,  Pinal  County  Medical  Soci- 
ety Arizona  Medical  Association  and  American 
Medical  Association. 

During  his  editorship  of  “Arizona  Medicine” 
the  publication  won  a first  place  state  award 
for  excellence  from  the  Arizona  Newspaper 
Association.  At  one  time,  Dr.  Schoen  also  au- 
thored a number  of  stories  about  persons  and 
events  in  early  day  Pinal  County  published  in 
the  Casa  Grande  Dispatch  as  “Pages  from  Pinal.” 

He  was  also  one  of  the  organizers  of  the  Los 
Conquistadores.  He  worked  diligently  to  estab- 
lish Central  Arizona  College  and  at  the  time  of 
his  death  he  was  president  of  the  Central  Ari- 
zona College  Foundation,  an  office  he  had  held 
since  1968. 

Survivors  include  his  wife,  Barbara  Alderman 
who  he  married  March  11,  1938  in  Chicago,  111.; 
his  son,  Dr.  Roland  Schoen  Jr.,  Walnut  Creek, 
Calif.;  his  daughters,  Mrs.  David  (Peggy)  Kleinz, 
Yuma,  Mrs.  Kenneth  (Nancy)  Bates,  Flagstaff, 
and  seven  grandchildren. 
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The  Editor's  Corner 

By  Donovan  M.  Kramer 

Casa  Grande  Dispatch 

Dr.  Schoen  was  one  of  the  first  people  I met 
in  Casa  Grande  after  coming  here  more  than  10 
years  ago. 

A lusty  desert  traveler,  he  took  us  to  the  top 
of  Signal  Peak  in  his  Jeep,  and  was  always 
anxious  to  introduce  all  newcomers  to  the  won- 
ders of  the  desert. 

He  was  proud  of  his  medical  heritage,  and 
used  loving  care  as  he  carefully  showed  us  the 
surgical  kit  his  grandfather  had  carried  during 
the  Civil  War.  He  retired  from  the  Clinic,  but 
just  couldn't  stay  idle,  and  soon  took  a key  role 
in  the  Pinal  County  Hospital  and  the  Job 
College. 

A transplanted  Wisconsinite,  “Doc,”  took 
fierce  pride  in  Casa  Grande.  Together,  we  rep- 
resented Casa  Grande  on  the  Pinal  County  De- 
velopment Board  a decade  ago.  The  rejection  of 
the  first  junior  college  bond  issue  was  a blow 
from  which  he  never  quite  recovered. 

“Doc”  was  an  organizer  without  peer,  and  he 
worked  countless  hours  in  his  office  behind  his 
home  on  Brown  Street  to  preserve  Casa  Grande’s 
and  Pinal  County’s  heritage.  For  many  years, 
he  wrote  “Pages  from  Pinal  ' in  the  Dispatch. 

“Doc”  worked  hard  and  played  hard.  Some- 
times, he  was  disappointed  when  others  didn’t 
put  as  much  energy  into  a project  as  he  did. 

We  haven’t  had  the  opportunity  to  visit  much 
with  “Doc”  in  recent  years,  but  not  too  long 
ago,  we  ran  into  him  and  he  said  he  was  “having 
a ball”  at  the  Job  College. 

Because  he  put  so  much  into  every  project  he 
went  into,  “Doc”  had  a ball  with  just  about 
everything  he  did,  whether  it  was  taking  up 
sailing,  running  a hospital,  collecting  pictures, 
or  just  traveling  the  desert. 

We  are  saddened  that  he  didn’t  have  more 
years  with  his  fine  and  faithful  wife,  Barbara, 
and  the  community  which  he  loved.  But  we  re 
sure  whatever  “Doc”  is  doing  right  now,  he’s 
“having  a ball.” 
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The  pen 

mightier 
than  the 
scalpel? 


The  men  and  women  who  believe  it  is— members  of 
a remarkable  group  called  the  American  Medical  Writers 
Association,  or  AMWA— are  in  a good  position  to  know: 
many  of  them  wield  both. 

Not  that  they  propose  to  substitute  honeyed  words 
for  medical  skill.  What  AMWA  does  say  is  that  today’s 
knowledge  explosion  in  medical  science  has  made  con- 
cise, lucid  communications  almost  as  essential  as  skill  in 
the  laboratory  or  operating  room. 

And  it  doesn't  take  a crystal  ball  to  know  that  the  im- 
portance of  clear  medical  communications  will,  if  any- 
thing, grow  in  the  future. 

To  achieve  that  end,  AMWA  dedicates  its  energies 
and  its  efforts.  And  has,  since  it  was  formed  31  years  ago 
with  only  27  members. 

Since  then,  thousands  more  medical  writers,  editors, 
publishers,  pharmaceutical  writers,  illustrators,  audio-vis- 
ual producers,  researchers,  and  clinicians  have  been  drawn 
into  AMWA’s  ranks.  They  share  one  common  goal:  a de- 
sire to  become  better  communicators,  themselves... and 
to  help  others  do  the  same. 

How  does  AMWA  help?  By  bringing  the  talents  of  its 
members  together  in  workshops.  By  making  it  possible  for 
all  types  of  medical  communicators  to  meet  each  other  and 
discuss  their  mutual  problems  and  interests.  And  by  pro- 
ducing a professional  journal  that  will  spearhead  new 
techniques  in  medical  communications. 

If  you  share  this  concern,  AdVIWA  wants  you.  You  can 
get  more  information  just  by  writing  to:  Executive  Sec- 
retary, American  Medical  Writers  Association,  6900  Grove 
Road,  Thorofare,  New  Jersey  08086. 

Remember... they  also  serve  who  sit  and  write. 


MOTOROLA  AND  THE  MARICOPA 
FOUNDATION  FOR  MEDICAL  CARE 
— SUCCESS  STORY 

ROY  GOULD 

Corporate  Benefits  Director,  Motorola 

Motorola’s  initial  agreement  with  the  Maricopa 
Foundation  for  Medical  Care  became  effective 
on  July  1,  1971.  There  were  many  problems  in- 
volved in  the  initial  startup  of  the  program  at 
both  the  Foundation  Office  and  at  Motorola’s 
Insurance  Office.  If  I were  asked  to  name  the 
one  outstanding  problem  that  was  encountered, 
it  could  be  summed  up  in  one  word  — “Com- 
munications”! 

(A)  Within  the  Medical  Foundation: 

( 1 ) Front  office  girl  turnover  in  doctor’s 
offices. 

(2)  Doctors  not  fully  aware  of  the  pro- 
gram and  how  it  works. 

(B)  Within  Motorola: 

( 1 ) Mass  media  of  communications  in- 
effective with  20,000  employees. 

(2)  Average  employee  unfamiliar  with 
insurance  in  spite  of  all  written 
material  supplied  to  him. 

There  were  additional  startup  problems  in 
other  areas  but  none  as  serious  as  the  communi- 
cation problem.  Today,  after  two  years  of  opera- 
tion with  the  Maricopa  Foundation,  problems 
are  at  a minimum. 

In  the  six  month  period  of  January  1,  1971 
through  June  30,  1971,  the  average  length  of 
stay  in  the  hospital  per  admission  was  averaging 
6.75  days.  The  CHAP  Program  became  effective 

Presented  to  the  American  Association  of  Foundations  for 
Medical  Care  Conference  at  Vail,  Colorado,  August  12,  1973. 


on  July  1,  1971.  The  final  six  months  of  1971 
reflected  an  average  length  of  stay  per  admission 
of  5.5  days.  This  was  a reduction  of  1.25  hos- 
pital days  per  admission  for  a gross  savings  of 
$300,000  in  hospital  costs  during  the  first  six 
months  of  the  CHAP  Program. 

The  experience  in  1972  was  excellent  as  the 
efficiency  increased  and  the  problems  decreased. 
The  Motorola  experience,  in  average  length  of 
stay  per  discharge  was  compared  to  the  experi- 
ences that  the  ten  leading  hospitals  in  the  Phoe- 
nix area  were  having  on  their  medical-surgical 
discharges  and  their  average  length  of  stay.  For 
example: 

For  the  1972  year,  Motorola  had  3,968  general 
discharges  from  the  hospitals  which  accounted 
for  23,101  hospital  days,  or  an  average  length 
of  stay  of  5.8  days.  The  ten  leading  hospitals 
had  84,582  general  discharges  representing  666,- 
015  hospital  days  for  an  average  length  of  stay 
per  discharge  of  7.8  days. 

There  were  exactly  two  days  less  per  dis- 
charge for  the  Motorola  CHAP  Program. 

Based  on  3,968  discharges  for  the  year  at  a 
saving  sof  two  days  per  discharge,  this  amounts 
to  7,936  hospital  days  saved,  and  at  an  average 
cost  of  $130  per  day  the  gross  savings  was 
$1,031,680. 

Through  the  first  four  months  of  1973  on  the 
same  comparison  basis,  the  savings  continue  to 
reflect  an  average  savings  per  general  discharge 
of  2.23  days.  Converted  to  a dollar  savings  for 
the  first  four  months,  it  totals  a gross  savings  of 
$461,500  in  hospital  costs. 

PEER  REVIEW 

The  Peer  Review  portion  of  our  Foundation 
agreement  also  had  its  share  of  startup  problems. 

(A)  Problem  cases  delayed  excessively. 

(1)  Specialty  group  cases  delayed. 

(2)  Anything  requiring  team  review  de- 
layed several  weeks  to  several 
months. 

( B ) Motorola  Self-Administration. 

( 1 ) Claims  not  handled  totally  in  accord 
with  Foundation  procedures. 

(2)  Minimum  standard  and  certain  pro- 
cedures follow  Company  policy 
rather  than  Foundation  policy. 

However,  we  have  managed  to  survive  those 
trying  days  and  as  of  today,  most  of  our  prob- 
lems are  behind  us.  We  are  now  beginning  to 
register  some  respectable  savings  under  Peer 
Review. 
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COMPARISON  REPORT 
1972  CHAP  ONLY 

MOTOROLA  CHAP  PROGRAM  HOSPITAL  UTILIZATIONS  REPORT 


General 

Hospital 

Aver.  Length 

General 

Hospital 

Aver.  Length 

Month 

Discharges 

Days 

of  Stay 

Discharges 

Days 

of  Stay 

January 

328 

1,916 

5.8 

7,306 

58,818 

8.0 

F ebruary 

327 

1,997 

6.1 

7,274 

61,376 

8.5 

March 

341 

1,847 

5.4 

7,699 

61,678 

8.0 

April 

295 

1,866 

6.3 

7,087 

55,737 

7.8 

May 

333 

1,946 

5.8 

7,200 

56,676 

7.8 

June 

361 

1,885 

5.2 

7,017 

53,445 

7.6 

July 

332 

1,706 

5.1 

6,455 

50,034 

7.7 

August 

350 

2,242 

6.4 

6,669 

51,251 

7.6 

September 

324 

1,973 

6.0 

6,452 

48,706 

7.5 

October 

332 

1,842 

5.5 

7,201 

57,803 

8.0 

November 

330 

2,059 

6.2 

6,923 

52,770 

7.6 

December 

315 

1,822 

5.7 

7,299 

57,721 

7.9 

TOTALS 

3,968 

23,101 

5.8 

84,582 

666,015 

7.8 

Note:  Hospital  Utilization  Reports  under  general  discharges  exclude  OB,  psychiatric  and 
age  65  and  over  discharges.  Motorola  CHAP  Program  under  general  discharges  only  excludes 
OB  discharges.  Psychiatric  discharges  materially  affect  the  average  length  of  stay  of  the 
general  medical-surgical  discharges.  For  example:  The  average  length  of  stay  in  November 
was  6.2  days.  This  included  12  psychiatric  discharges  representing  133  hospital  days,  or  an 
average  length  of  stay  of  16.1  days. 


MOTOROLA  CHAP  PROGRAM  HOSPITAL  UTILIZATIONS  REPORT 
COMPARISON  REPORT 
1973  - CHAP  ONLY 


Month 

Discharges 

Days 

of  Stay 

Discharges 

Days 

of  Stay 

General 

Hospital 

Aver.  Length 

General 

Hospital 

Aver.  Length 

January 

392 

2,276 

5.8 

11,785 

93,992 

7.97 

February 

360 

1,938 

5.4 

10,623 

87,108 

8.20 

March 

390 

2,128 

5.4 

11,145 

89,559 

8.03 

April 

431 

2,820 

6.5 

10,260 

83,550 

8.14 

TOTALS 

1,573 

9,207 

5.85 

43,813 

354,209 

8.08 

SUMMARY  OF  FIRST  4 MONTHS  OF  1973 


Aver.  Stay 

Aver.  Stay 

Motorola 

Motorola  Savings 

Month 

CHAP  Program 

Hosp.  Reports 

Variation 

Discharges 

Hosp.  Days 

Dollars 

January 

5.8 

7.97 

2.17 

392 

850 

$110,500 

February 

5.4 

8.20 

2.80 

360 

1,008 

131,040 

March 

5.4 

8.03 

2.53 

390 

986 

128,180 

April 

6.5 

8.14 

1.64 

431 

706 

91,780 

TOTALS  5.85 

8.08 

2.23 

1,573 

3,550 

$461,500 

Note:  Hospital  Utilization  Reports  consist  of  the  experience  of  11  community  hospitals  and 
11  metropolitan  hospitals,  or  a total  of  22  hospitals. 


1972  - CHAP  ONLY 

SAVINGS  FORMULA: 

(a)  Hospital  Utilization  Reports  average  length  of  stay  7.8  days 

(b)  Motorola  CHAP  Program  average  length  of  stay  5.8  days 


Savings  in  hospital  days  per  discharge  2.0  days 

Motorola  hospital  discharges  for  the  year  were  3,968.  3.968  discharges  at  a savings  of  2 hos- 
pital days  per  discharge  equals  7,936  hospital  days  saved. 

The  average  cost  per  hospital  days  in  Phoenix  averages  $130.00. 

The  7,936  hospital  days  saved  at  $130.00  per  day  equals  $1,031,680. 
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NEW  DIRECTOR  APPOINTED  TO  CAMELBACK  HOSPITAL 


Stuart  M.  Gould,  Jr.,  M.D.,  President  of  the 
National  Association  of  Private  Psychiatric  Hos- 
pitals, has  been  appointed  Medical  Director  at 
Camelback  Hospital,  Phoenix,  Arizona,  by  its 
board  of  trustees,  according  to  Frank  J.  Dun- 
ning, President  and  Administrator.  Dr.  Gould 
will  assume  this  post  on  January  1,  1974.  Camel- 
back Hospital  is  a community  non-profit  psychi- 
atric hospital. 

Dr.  Gould,  Ann  Arbor,  Michigan,  has  been  in 
the  private  practice  of  psychiatry  for  twenty 
years  at  Mercywood  Neuro-Psyehiatric  Hospital. 
Bom  in  Orlando,  Florida,  Dr.  Gould  received 
his  Bachelor’s  degree  from  the  University  of 
Michigan.  He  also  received  his  medical  degree 
from  Michigan. 

His  post-graduate  training  was  received  at  the 
Ypsilanti  State  Hospital  and  the  University  of 
Michigan  Hospital.  He  served  his  psychiatric 
residency  at  the  Michigan  Neuropsychiatric  In- 
stitute in  Ann  Arbor,  where  he  later  became 
senior  clinical  instructor. 

Dr.  Gould’s  experience  includes  two  terms  as 
chief  of  staff  at  the  Mercywood  Neuro-Psychia- 


tric Hospital,  as  well  as  membership  on  the 
staffs  of  St.  Joseph’s  Mercy  Hospital,  Ann  Arbor, 
and  the  Chelsea  Community  Hospital.  In  addi- 
tion, he  held  consulting  positions  at  the  Adrian 
Girls’  Training  School  and  Whitmore  Lake  Boys’ 
Training  School.  He  is  Past  President  of  the 
Michigan  Society  of  Psychiatry  and  Neurology. 

Dr.  Gould  has  been  active  in  the  American 
Psychiatric  Association  since  1954,  and  has  been 
a member  of  the  National  Blue  Cross  Associa- 
tion Psychiatric  Hospital  Advisory  Committee 
since  1966. 

He  is  certified  by  the  American  Board  of 
Psychiatry  and  Neurology. 

Dr.  Gould  is  well  known  as  a lecturer,  educa- 
tor, and  has  participated  in  student  teaching, 
many  community  forums,  as  well  as  radio  and 
television  programs  pertaining  to  the  various 
aspects  of  psychiatric  illness  and  hospitalization. 

Dr.  Gould  and  his  wife,  Betty  Ann,  have  five 
children. 

“Obviously,  we  are  fortunate  in  obtaining  a 
doctor  of  the  professional  status  of  Dr.  Gould  in 
the  field  of  psychiatry,”  said  Dunning. 


Letters  to  Editor 


August  22,  1973 

ATTN:  Editor  — Arizona  Medicine 
Dear  Dr.  Green: 

In  the  article  dealing  with  VEE  by  Vuturo 
and  McDonald  appearing  in  the  current  issue  of 
Arizona  Medicine  the  sentence  appears  “physi- 
cians may  increase  their  index  suspicion  by  peri- 
odic review  of  status  reports  on  VEE  published 
by  state  and  local  health  departments.”  I have 
practiced  here  for  eleven  years.  When  it  be- 
came possible  to  do  so,  since  I had  not  reported 
any  contagious  disease  from  my  office  in  the 
preceding  years,  I got  myself  off  of  the  mailing 
list  to  receive  monthly  cards  from  the  health 


department.  Since  that  time,  despite  a half  doz- 
en efforts  to  the  contrary,  I have  never  been 
able  to  get  myself  on  the  mailing  list  to  receive 
the  monthly  statistical  reports.  I noticed  that  in 
other  “state”  medical  journals,  e.g.,  New  Eng- 
land Journal  of  Medicine,  such  statistics  appear 
in  the  journals  periodically.  I would  suggest 
that  perhaps  this  is  a good  idea  for  this  state 
since,  among  several  other  deficits  which  in  my 
opinion  are  present,  e.g.,  environmental  matters, 
they  do  not  seem  to  be  able  to  inform  us  sep- 
arately about  these  matters. 

Sincerely, 

G.  Scott  Tyler,  M.D. 
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Medical  History 


THE  "FLYING  CHLAMYDOSPORE"  — ITS 
DISCOVERY  IN  THE  SALT  RIVER  VALLEY 
AND  THE  PRESIDIO  OF  TUCSON 


DRY  GULCH  JAKE 
Illustrations  by  Catfish 

Coccidioidomycosis  was  thus  described  by  the 
illustrious  late  Doctor  C.  E.  Smith  of  the  Uni- 
versity of  California,  world  authority  on  this 
disease.  He  listed  18  other  synonyms  for  the 
disease  and  the  last  one  as  he  stated,  “with  the 
ultimate  in  brevity,  is  simply  (C).” 

So  through  this  little  historical  rambling  we’ll 
simply  refer  to  this  Valley  fever  disease  as  “C” 
and  for  those  of  you  who  are  late  comers  to  the 
Salt  River  Valley  please  take  note  that  Valley 
fever  does  not  relate  to  this  part  of  the  desert 
but  it  does  relate  to  the  San  Joaquin  Valley  of 
California. 

Well  when  did  this  “Flying  Chlamydospore” 
come  into  the  Valley  of  the  Salt?  It  is  a common 
misapprehension  amongst  physicians  to  attribute 
the  appearance  of  a disease,  geographically,  and 
the  recognition  of  it  clinically  to  occur  simulta- 
neously. Well  such  is  not  usualy  the  case. 

But  the  Big  “C”  was  one  of  the  later  diseases, 
infectious  diseases,  to  be  recognized  as  endemic 
here  in  the  Salt  River  Valley.  In  1892  Poradas 
and  Wernicke  first  recognized  the  disease  in 
Buenos  Aires. 

So  let’s  take  a short  tour  down  through  time 


and  mention  some  of  the  highlights  of  the  history 
of  this  fascinating  disease.  Many  of  the  contri- 
butions stemmed  from  the  group  in  California 
based  at  Berkeley. 

In  1894  a California  surgeon,  Rixford  reported 
a case.  From  this  first  case  he  injected  some  of 
the  pus  into  a dog.  The  dog  developed  an  ulcer 
on  his  leg  which  failed  to  heal  so-  Rixford  ex- 
cised it  and  the  dog  lived  happily  everafter.  As 
we  now  know,  this  dog  was  indeed  lucky  for 
naturally  acquired  infection  of  the  Big  “C”  by 
our  canine  friends  is  almost  invariably  fatal. 
Rixford  correctly  proposed  that  the  disease 
might  be  infectious  but  not  contagious,  a wise 
and  astute  deduction. 

1900,  Ophuls  and  Moffitt  cultivated  the  organ- 
ism and  demonstrated  it  to  be  a fungus. 

1931  Carter  published  the  first  satisfactory 
analysis  of  osseous  cocci. 

1932  Stewart  and  Myer  recovered  the  fungus 
from  the  soil  from  under  a bunkhouse  on  a 
ranch  where  a number  of  Filipino  grape  pickers 
had  developed  the  disease  (California). 
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1936  This  was  a big  year.  It  was  Dickson  who 
followed  up  the  suggestion  that  the  cocci  granu- 
loma might  be  preceded  by  a pneumonia  and 
he  went  out  to  Kern  County  where  Valley  fever 
was  endemic. 

There  Dr.  Myrnee  Gifford,  one  of  Dr.  Dick- 
son’s Stanford  graduates  told  him  that  she  had 
observed  that  in  San  Joaquin  Valley  fever  that 
the  pneumonia  was  usually  followed  by  a spec- 
tacular rash,  erythema  nodosum  and  she  was 
searching  for  an  intestinal  parasite  but  always 
ended  up  by  finding  Coccidioides  in  the  sputum! 

1938  The  joint  paper  by  Dickson  and  Gifford 
correctly  tied  up  all  the  loose  ends  about  this 
famous  disease  and  the  Flying  Chlamydospore 
was  officially  launched  and  now  C.  E.  Smith  was 
embroiled  in  the  study  of  the  disease,  skin  test- 
ing every  suspect  who  could  be  located. 

1938  C.  E.  Smith,  et  al,  had  established  that 
the  coccidioidin  skin  test  was  reliable  but  “No 
syringe  previously  used  for  tuberculin  testing 
should  be  used.”  It  is  impossible  to  get  all  the 
tuberculin  out  and  the  same  thing  applies  to 
the  coccidioidin  syringes;  they  cannot  be  used 
alternately  for  one  test  and  then  the  other  be- 
cause it  is  impossible  to  “destroy  all  the  material 
in  the  syringes.”  This  is  a practical  note  in  this 
otherwise  historical  account. 

In  1938  R.  W.  Phillips,  a Phoenix  physician 
read  a paper  before  the  Maricopa  County  Medi- 


FLYING  CHLADYDOSPORE 
Figure  1 

Some  say  the  Big  C slipped  in  from  Sonora. 


Figure  2 

Others  make  it  clear  that  the  Big  C arrived  in  style,  on 
a hot  air  platform  from  Bakersfield! 

cal  Society  on  “The  presence  of  Cocci  in  Phoe- 
nix.” He  had  been  able  to  secure  some  of  the 
coccoidin  skin  testing  material  from  Dr.  Smith 
and  he  had  found  some  cases  which  he  properly 
attributed  to  this  famous  disease.  The  “Flying 
Chlamydospore”  probably  already  in  the  area 
for  centuries  was  thus  given  medical  recognition 
in  the  Valley  of  the  Sun. 

In  1938  Joe  Farness  of  Tucson  described  coc- 
cidioidal cavitation  and  in  1940  Dr.  Farness  also 
reported  the  first  canine  case  of  Coccidioidomy- 
cosis in  dogs  in  Arizona.  This  led  Dr.  C.  E. 
Smith,  the  pioneer  in  the  study  of  this  disease, 
to  say  that,  “Cocci  went  to  the  dogs  in  Arizona.” 
So  the  Salt  River  Valley  and  the  old  Pueblo 
became  aware  of  the  Big  “C”  about  the  same 
time. 

1942  Chester  Emmons  clinched  the  hypothesis 
first  enunciated  by  Aronson,  a Public  Health 
Service  worker  who  traveled  extensively  and 
studied  the  disease  here  in  the  Southwest,  he 
clinched  the  hypothesis  that  was  first  elucidated 
by  Aronson  that  there  probably  was  a animal 
reservoir.  He  recovered  the  fungus  from  trapped 
rodents  and  from  the  soil.  And  Dr.  Aronson  had 
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also  proposed  that,  “In  the  Salt  River  Valley 
the  widespread  pulmonary  calcification  amongst 
nonreactors  to  tuberculosis  is  probably  Cocci- 
dioidomycosis.” 

1950  Dr.  C.  E.  Smith  described  methods  of 
serological  testing  for  the  diagnosis  and  progno- 
sis of  the  Big  “C.” 

1954  Birsner,  J.  W.  of  the  San  Joaquin  Hos- 
pital published  a critical  review  of  the  roentgen 
aspects  of  the  disease,  this  is  the  first  one  of 
importance  from  the  X-ray  point  of  view. 

1956  Dr.  C.  E.  Smith  reported  on  the  pattern 
of  39,500  serological  tests  in  Coccidioidomycosis 
a prodigious  definitive  study  of  the  disease  — 
mainly  amongst  Army  Air  Corps  recruits  and 
other  residents  of  endemic  areas. 

1958  Dr.  D.  W.  Melick,  a renowned  surgeon 
of  Phoenix  now  residing  in  the  old  Pueblo,  re- 
ported his  experience  in  the  surgery  of  Cocci- 
dioidomycosis which  has  remained  a classic. 

1958  Dr.  K.  T.  Madde  gave  a clear  exposition 
of  the  geographical  distribution  of  Coccidioides 
immitus,  the  Lower  Sonora  Life  Zone.  (It  is  a 
semi-arid,  alkaline  soil,  free  from  severe  frost,  a 
long  dry  season  of  several  months  followed  by 
some  rain).  Endemic  areas  also  exist  in  Mexico, 
Paraguay,  Argentina  and  Venezuela. 

1965  Dr.  Madde  traced  the  spore  of  the  cocci 
to  its  lair  origin  in  the  soil.  It  is  usually  in  or 
near  a rodent  burrow,  the  ground  squirrel,  where 
the  temperature,  moisture  and  protein  (animal 
droppings)  is  just  right  and  that  is  where  the 
spores  do  their  thing.  This  is  usually  at  the  base 
of  a Creosote  bush. 

1965  Doctors  Prachl  and  Crecelius  described 
cases  in  a swine  herd  in  Tucson.  They  weren’t 
the  first  to  describe  the  suis  infection,  it  had 
previously  been  noted  in  1916  by  Giltner  and 
1954  by  Jones.  They  were  the  first  to  show  it  had 
gone  to  the  ‘hogs  as  well  as  the  dogs’  in  Arizona! 

So  you  see  the  “Flying  Chlamydospore”  has 
arrived  in  a wide  desert  area  and  we  might  close 
this  little  session  by  a note  of  wisdom  from  Dr. 
Clarence  Salsbury,  medical  missionary,  master 
surgeon,  and  trusted  medical  advisor  to  the 
Navajos.  He  writes  that  he  had  observed  no 
primary  cases  amongst  the  Navajos  and  he  fur- 
ther states,  “Cocci  does  not  occur  where  the 
Creosote  bush  does  not  grow,”  and  that  is  a 
good  rule  in  deciding  whether  or  not  you  are  in 
an  endemic  area  of  the  “Flying  Chlamydospore,” 
and  The  Lower  Sonora  Life  Zone! 


ArMA  Reports 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 


AD  HOC  BLUE  SHIELD  BLUE  RIBBON 
COMMITTEE 

The  first  meeting  of  the  Ad  Hoc  Blue  Shield  Blue  Rib- 
bon Committee  of  the  Arizona  Medical  Association,  held 
at  810  W.  Bethany  Home  Road,  Phoenix,  Arizona, 
Sunday,  August  19,  1973,  convened  at  10:09  a.m.,  John 
J.  Standifer,  M.D.,  chairman,  presiding. 


BLUE  SHIELD  CORPORATE  BODY 
RESOLUTION  ADOPTED  4/28/73 

Dr.  Standifer  reviewed  the  subject  resolution,  of 
which  the  “resolved”  portion  is  a follows: 

Resolved,  that  the  Corporate  Body  of  Blue  Shield 
of  Arizona  and  its  Board  of  Directors  re- 
main as  presently  constituted,  and  be  it 
Resolved,  that  the  Board  of  Directors  be  required 
to  meet  at  least  bi-monthly  with  the 
agenda  and  all  information  relative  to  the 
agenda  be  submitted  to  the  Board  of 
Directors  at  least  one  week  prior  to  the 
date  of  the  Board  of  Directors  meeting, 
and  be  it 

Resolved,  that  members  of  the  Board  of  Directors 
and  the  Medical  Review  Committee  will 
be  compensated  for  time  and  travel  in  an 
amount  to  be  prescribed  by  the  Board  of 
Directors,  and  be  it 

Resolved,  that  no  action  be  undertaken  by  the  ad- 
ministrative employees  of  Blue  Shield  of 
Arizona  which  may  be  construed  to  be 
contrary  to  or  a circumvention  of  the  ex- 
pressed policy  of  the  Board  of  Directors 
of  the  Corporate  Body  of  Blue  Shield  of 
Arizona  whether  acting  for  Blue  Shield 
or  any  other  organization  or  institution 
in  the  State  of  Arizona,  and  be  it  further 
Resolved,  that  the  President  of  the  Arizona  Medical 
Association  be  directed  to  appoint  an  ad 
hoc  “Blue  Ribbon”  Committee  representa- 
tive of  as  many  viewpoints  as  possible  to 
investigate,  hold  heardings  and  observe 
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the  administrative  and  insurance  functions 
of  Blue  Shield  with  the  goal  of  making 
recommendations  for  the  future  involve- 
ment of  the  Corporate  Body  in  Blue  Shield, 
and  such  report  shall  be  made  as  soon  as 
feasible  to  the  Corporate  Body,  if  neces- 
sary in  a special  meeting,  and  no  later 
than  the  annual  meeting  of  1974. 


BLUE  SHIELD  CORPORATE  OFFICE 
VISITATION 

At  10:30  a.m.  the  committee  moved  to  the  Blue  Shield 
Corporate  office  on  West  Indian  School  Road,  where 
Mr.  John  C.  Foster  and  members  of  his  staff  made  a 
presentation  during  which  the  following  topics  were  cov- 
ered: 

Mr.  Foster  explained  that  the  Enabling  Act  (Title  XX, 
Article  3,  Hospital  and  Medical  Service  Corporations) 
was  a joint  act  and,  therefore,  the  Hospital  Sendee 
Corporation  or  the  Medical  Services  Corporation  can 
provide  all  types  of  sendees.  The  Hospital  Service  Cor- 
poration can  provide  medical  services  or  the  Medical 
Services  Corporation  can  provide  hospital  senices. 

Currently,  there  is  one  other  company  licensed  under 
the  Hospital  and  Medical  Service  Corporations  Act  in 
Arizona,  Maricopa  County  Network. 


MAKE-UP  OF  BOARDS 


Arizona  Blue  Cross 

1/3  physicians 

1/3  hospital  administrators 

1/3  lay 

Total  Board  Members  — 25 


Arizona  Blue  Shield 

2/3  physicians 
1/3  lay 

1 lay  member  is  a hospital 
administrator 

Total  Board  Members  — 25 


It  was  noted  that  the  corporate  body  for  Arizona  Blue 
Cross  is  the  Board  of  Directors.  It  was  explained  that 
there  is  a joint  executive  committee  with  primary  re- 
sponsibilities of  finance,  facilities,  purchase  of  property, 
and  to  examine  all  salaries  over  $5,000  per  year,  which 
is  provided  in  the  Hospital  and  Medical  Service  Corpora- 
tion Act. 


Mr.  Foster  explained  that  the  joint  executive  commit- 
tee had  entered  into  agreement  with  Griffin,  Hagen, 
Kroger  approximately  5 years  ago  to  develop  a “salary 
policy.”  Griffin,  Hagen,  Kroger  are  still  being  used  for 
consultation. 

OPERATING  AGREEMENT 

Mr.  Foster  explained  that  there  is  an  operating  agree- 
ment between  Blue  Cross  and  Blue  Shield,  whereby  Blue 
Cross  pays  for  all  operating  expenses,  i.e.,  all  employees 
of  the  plan  are  employed  by  Blue  Cross.  Arizona  Blue 
Cross  owns  the  property,  the  building,  and  Arizona  Blue 
Shield  shares  in  its  portion  of  expenses. 

There  are  curently  in  excess  of  300  employees  employ- 
ed by  Blue  Cross/Blue  Shield. 

ORGANIZATIONAL  CHARTER 

Mrs.  Foster  explained  the  detail  of  organization  for 
Arizona  Blue  Cross  and  Arizona  Blue  Shield.  Through 
recent  action  of  the  Board  of  Directors  of  Arizona  Blue 
Cross,  Mr.  Foster  was  given  the  title  of  President,  Ari- 
zona Blue  Cross,  and  as  the  elective  head  is  the  “Chair- 
man of  the  Board.”  The  Deputy  Executive  Director  of 
Arizona  Blue  Shield  is  the  Executive  Vice  President  of 
Arizona  Blue  Cross. 

It  was  explained  that  besides  the  normal  EDP  opera- 
tion for  Blue  Cross/Blue  Shield  claims  paying  services, 
Arizona  Blue  Cross  does  provide  on  line  services  to  14 
hospitals  in  Arizona,  which  includes  payroll  medical 
records,  etc.  Mr.  Foster  explained  that  there  are  other 
services  provided  to  37  hospitals  in  the  state  seven  days 
a week,  24  hours  a day. 

CLAIMS  VOLUME 

Three  quarters  of  a million  claims  are  processed  per 
year  by  Arizona  Blue  Cross/Blue  Shield  for  a total  of 
$155  million.  It  was  explained  that  the  average  hospital 
claim  was  $700  and  that  the  average  physician  claim 
was  $45. 

The  cost  of  operation  of  Arizona  Blue  Cross/Blue 
Shield  is  determined  through  their  cost  acounting  system, 
which  was  developed  between  Arizona  Blue  Cross/Blue 
Shield  and  Colorado  Blue  Cross/Blue  Shield,  known  as 
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the  “SNAP  System.”  To  date,  17  Blue  Plans  have  pur- 
chased this  system  at  a cost  of  $20,000.  The  original  in- 
vestment of  the  Arizona  Blues  was  $60,000  to  assist  in 
the  development.  This  system  maintains  a general  ledger, 
develops  the  budget  and  cost  accounting  by  computer. 

Mr.  Foster  informed  the  Committee  that  30%  of  the 
operating  expenses  were  reimbursed  by  the  government 
through  Medicare,  Champus,  and  the  federal  employee 
program. 

Throughout  the  years  that  Mr.  Foster  has  been  the  top 
executive  for  both  Blue  Cross  and  Blue  Shield,  he  stated 
that  there  has  only  been  one  basic  disagreement  between 
the  two  Boards,  that  being  the  Blues’  involvement  in 
HMO’s.  The  Committee  was  informed  that  as  directed 
by  the  1971  Corporate  Body,  the  Blue  Shield  staff  spent 
considerable  time  and  money  in  studying  innovative 
systems  of  health  care,  financing,  and  delivery,  and  rec- 
ommended to  the  1972  Corporate  Body  meeting  that 
Blue  Shield  proceed  with  the  development  of  an  “um- 
brella” type  of  HMO.  This  recommendation  failed  to 
gain  support  from  the  Corporate  Body  during  the  1972 
meeting.  Arizona  Blue  Cross  Board  of  Directors,  how- 
ever, determined  to  proceed  upon  request,  and  is  cur- 
rently being  marketed  in  the  Sun  City  and  Mesa  areas 
as  an  option. 

Mr.  Foster  indicated  that  the  Blues  can  market,  collect 
premiums,  service  accounts,  and  give  other  various  serv- 
ices to  health  maintenance  organizations.  They  are  con- 
vinced that  the  HMO  will  not  replace  the  fee  for  service 
concept;  however,  they  do  not  believe  that  they  can  sit 
back  and  watch  business  slide  out  the  door. 

RELATIONSHIP  BETWEEN  BLUE 
SHIELD  AND  ArMA 

In  response  to  a question,  Mr.  Foster  expressed  some 
alternatives  that  the  Corporate  Body  has  in  future  rela- 
tionship with  Arizona  Blue  Shield. 

1.  Maintain  the  Corporate  Body  as  is  present  structure. 

2.  Maintain  the  Corporate  Body  as  only  an  elective  de- 
vice to  elect  the  Board  of  Directors  or  professional 
members  and  the  Medical  Review  Committee. 

3.  Dissolve  the  Corporate  Body  and  give  the  Arizona 
Medical  Association’s  Board  of  Directors  the  author- 
ity to  elect  the  Board  of  Directors  or  the  professional 
members  to  the  Board  and  the  Medical  Review 
Committee. 

4.  Merge  Arizona  Blue  Shield  with  Arizona  Blue  Cross. 

5.  Dissolve  the  Corporate  Body  and  all  relationship 
with  Arizona  Blue  Shield. 

Mr.  Foster  indicated  that  many  states  are  considering 
merging  the  Blue  Cross  and  Blue  Shield,  and  it  is  his 
feeling  that  it  is  not  necessarily  material  to  have  two 
different  Boards. 

Mr.  Foster  stated  further  that  the  Arizona  Medical 
Association  should  have  strong  input  to  the  Board  of 
Directors  and  executive  staff  of  Arizona  Blue  Shield. 
That  Board  members  should  be  nominated  and  elected 
by  the  Arizona  Medical  Association,  especially  the  pro- 
fessional members. 

There  should  be  strong  medical  guidance  to  the  Blue 
Shield  Board  of  Directors. 

There  should  be  a closer  liaison  and  an  official  rela- 
tionship between  the  executives  of  Arizona  Blue  Shield 
and  the  Arizona  Medical  Association.  As  an  example  of 
this  need,  Mr.  Foster  cited  PSRO.  Should  there  be  a 


single  agency  designated  as  the  PSRO  for  the  state,  the 
official  relationship  between  the  Medical  Association  and 
Blue  Shield  should  be  functional. 

The  Medical  Review  Committee  should  continue  to 
be  elected  by  the  Corporate  Body. 

Mr.  Foster  indicated  that  as  a result  of  the  resolution 
adopted  by  the  Corporate  Body  on  April  28,  1973,  the 
Board  of  Directors  and  the  Medical  Review  Committee 
are  being  compensated  for  time  and  travel.  The  Board 
of  Directors  of  Blue  Shield  and  the  Medical  Review 
Committee  are  being  allowed  $50  per  day  per  official 
meeting  in  addition  to  out-of-pocket  expenses.  Arizona 
Blue  Cross  Board  of  Directors  was  concerned  about  this 
policy  due  to  the  effect  it  may  have  on  budgeting  and 
Blue  Cross  rates;  however,  staff  has  determined  that  the 
rates  will  not  be  affected. 

Mr.  Foster  emphasized  that  the  Arizona  Medical  As- 
sociation should  reserve  right  to  nominate  professional 
and  lay  members  to  the  Board  of  Directors;  further,  that 
public  control  of  the  Blues  is  not  desirable.  Official 
ArMA-Blue  Shield  relationship  must  be  maintained  in 
order  to  preserve  the  original  purposes. 

FACILITIES 

It  was  explained  that  there  is  an  office  in  Tucson  and 
Flagstaff  primarily  for  marketing  purposes;  however, 
there  is  a professional  relations  representative  in  Tucson. 

Following  a general  discussion,  question  and  answer 
period,  Mr.  Foster  gave  the  group  a tour  of  the  various 
departments  and  buildings. 

The  committee  then  returned  to  the  Association 
offices. 

SUBMITTED  STATEMENTS 

Dr.  Standifer  and  Dr.  Schaller  reviewed  the  letters 
from  Drs.  Schaller  and  Seymour  I.  Shapiro,  and  Mr. 
J.  Prekup,  for  information  and  suggestive  purposes  only. 

FUTURE  PLANNING 

It  was  determined  to  contact  the  various  state  medical 
associations  who  have  recently  undergone  alterations  in 
their  relations  with  Blue  Shield,  in  an  attempt  to  elicit 
their  experiences.  The  following  states  were  specifically 
mentioned: 

Kansas 
New  Mexico 
Oklahoma 

Mr.  Robinson  was  directed  to  obtain  copies  of  the 
Articles  and  Bylaws  of  Arizona  Blue  Shield  for  each 
committee  member,  as  well  as  a copy  of  the  recently 
passed  House  Bill  2043,  both  of  which  should  be  re- 
viewed in  depth  by  committee  members. 

It  was  determined  that  Mr.  Foster  would  be  invited 
to  attend  future  meetings  of  the  committee  on  an  “as 
needed”  basis. 

It  was  determined  that  the  “hearings”  referred  to  in 
the  last  resolved  of  the  resolution  would  probably  be 
held  in  November,  after  the  next  meeting  of  the  com- 
mittee. 

It  was  determined  that  the  next  meeting  of  the  com- 
mittee would  be  held  on  Sunday,  October  14,  1973,  at 
9 a.m.,  the  first  part  of  which  would  be  a tour  of  the 
Arizona  Health  Plan  facilities. 

Meeting  adjourned  2:36  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 
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skin— the  human  integument 
us,  defines  us,  protects 
skin  is  subject  to  cuts, 
abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


topical  infections,  primary  or  secondary,  due  to  susceptible 
* ® organisms,  asjn:  • infected  burns,  skin  grafts,  surgtfcal  incisions,  otitis  e>dema 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 

PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN*  Ointment 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  y32  oz.  (approx.)  foil  packets. 


' Burroughs  Wellcome  Co. 

Research  Triangle  Park 
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M.D.  (Phoenix);  Paul  L.  Schnur,  M.D.  (Tucson);  Richard 
Switzer,  M.D.  (Tucson);  Roger  E.  Wilcox,  M.D.  (Phoenix). 


MEDICAL  EDUCATION  COMMITTEE:  Robert  E.  T.  Stark, 
M.D.,  Chairman  (Phoenix);  Willis  H.  Bower,  M.D.  (Phoenix); 
Daniel  B.  Carroll,  M.D.  (Phoenix);  Melvin  L.  Cohen,  M.D. 
(Phoenix);  William  E.  Crisp,  M.D.  (Phoenix);  D.  J.  Crosby, 
M.D.  (Phoenix);  Kenneth  S.  Dregseth,  M.D.  (Sierra  Vista); 
Francis  T.  Flood,  M.D.  (Phoenix);  Harry  W.  Hale,  M.D. 
(Phoenix);  Robert  E.  Hastings,  Jr.,  M.D.  (Tucson);  Raymond 
J.  Jennett,  M.D.  (Phoenix);  Howard  N.  Kandell,  M.D.  Phoe- 
nix); Jack  M.  Layton,  M.D.  (Tucson);  Harry  F.  Lenhardt, 
M.D.  (Phoenix);  James  F.  Martin,  M.D.  (Yuma);  R.  T.  Mc- 
Donald (Flagstaff);  Dermont  W.  Melick,  M.D.  (Tucson); 
Dward  G.  Moody,  M.D.  (Nogales);  Arthur  R.  Nelson,  M.D. 
(Phoenix);  Milan  Novak,  Ph.D.,  M.D.  (Tucson);  Eric  J. 
Ramsay,  M.D.  (Tucson);  William  C.  Scott,  M.D.  (Tucson); 
William  F.  Sheeley,  M.D.  (Phoenix);  John  J.  Standifer,  M.D. 
(Kingman);  David  C.  H.  Sun,  M.D.  (Phoenix);  Jesse  W.  Tapp, 
M.D.  (Tucson);  Ashton  B.  Taylor,  M.D.  (Phoenix);  Cecil  C. 
Vaughn,  M.D.  (Phoenix);  Albert  G.  Wagner,  M.D.  (Phoenix); 
Joseph  White,  M.D.  (Phoenix). 


OCCUPATIONAL  HEALTH  COMMITTEE:  Joseph  M.  Hughes, 
M.D.,  Chairman  (Phoenix);  Floyd  K.  Berk,  M.D.  (Tucson); 
Sheldon  Davidson,  M.D.  (Phoenix);  Walter  V.  Edwards,  Jr., 
M.D.  (Phoenix);  N.  A.  Ehrmann,  M.D.  (Kearny);  Robert  V. 
Horan,  M.D.  (Morenci);  Robert  B.  Leonard,  M.D.  (Phoenix); 
Florian  R.  Rabe,  M.D.  (Scottsdale);  Eugene  J.  Ryan,  M.D. 
(Phoenix);  Sidney  J.  Stovall,  M.D.  (Phoenix);  William  C. 
Trier,  M.D.  (Tucson);  Maier  Tuchler,  M.D.  (Phoenix);  W.  A. 
Warner,  M.D.  (Phoenix). 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROFESSIONAL  COMMITTEE:  Robert  S.  Ganelin,  M.D.,  Chair- 
man (Phoenix);  Charles  D.  Connor,  M.D.  (Phoenix);  Joseph 
W.  Hanss,  M.D.  (Phoenix);  George  T.  Hoffmann,  M.D. 
(Phoenix);  Richard  Johns,  M.D.  (Payson);  Helen  Johnson, 
M.D.  (Tucson);  Harold  W.  Kohl,  M.D.  (Tucson);  Laurence 
M.  Linkner,  M.D.  (Phoenix);  Frederick  J.  Brady,  M.D.  (Tuc- 
son); William  G.  Payne,  M.D.  (Phoenix);  Herman  S.  Rhu, 
Jr.,  M.D.  (Tucson);  Donald  F.  Schaller,  M.D.  (Phoenix); 
George  A.  Spendlove,  M.D.  (Phoenix);  Neil  O.  Ward,  M.D. 
(Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  Charles  H.  Finney,  M.D., 
Chairman  (Phoenix);  Robert  W.  Brazie,  M.D.  (Phoenix);  E. 
F.  Bloemker,  M.D.  (Phoenix),  Walker  Brock,  M.D.  (Phoenix); 
Richard  L.  Jones,  M.D.  (Tempe);  Robert  A.  Johnson,  M.D. 
(Phoenix);  R.  F.  Keeling,  Sr..  M.D.  (Ajo);  Don  V.  Langston, 
M.D.  (Phoenix);  Charles  M.  Lofdahl,  M.D.  (Phoenix);  Irving 
M.  Pallin  M.D.  (Sun  City);  William  Russell,  M.D.  (Phoenix); 
William  C.  Scott,  M.D.  (Tucson);  Lawrence  J.  Shapiro,  M.D. 
(Phoenix);  Selma  E.  Targovnik,  M.D.  (Phoenix);  Morton  S. 
Thomas,  III,  M.D.  (Wickenburg). 

PUBLISHING  COMMITTEE:  John  R.  Green,  M.D.,  Chairman 
(Phoenix);  Andre  J.  Bruwer,  M.D.  (Tucson);  John  C.  Duffy, 
M.D.  (Tucson);  Walter  V.  Edwards,  Jr.,  M.D.  (Phoenix); 
Gerold  Kaplan.  M.D.  (Phoenix);  William  B.  McGrath,  M.D. 
(Phoenix);  David  Pent,  M.D.  (Phoenix);  David  C.  H.  Sun, 
M.D.  (Phoenix). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Vincent  A.  Fulginiti, 
M.D.  Chairman  (Tucson);  S.  C.  Anand,  M.D.  (Phoenix); 
Thomas  E.  Bittker,  M.D.  (Phoenix);  William  E.  Bishop,  M.D. 
(Globe);  W.  Scott  Chisholm,  M.D.  (Phoenix);  Paul  H. 

Duffey,  M.D.  (Tucson);  Milton  S.  Dworin,  M.D.  (Tucson); 

T.  Richard  Gregory,  M.D.  (Phoenix);  Thomas  F.  Hartley, 
M.D.  (Scottsdale);  Thomas  Henry,  M.D.  (Flagstaff);  James 
M.  Hurley,  M.D.  (Phoenix);  Mark  M.  Kartchner,  M.D. 
(Tucson;  Norman  N.  Komar,  M.D.  (Tucson);  Eugene  Leib- 
sohn,  M.D.  (Phoenix);  Philip  Levy,  M.D.  (Phoenix);  J.  Frank 
Martin,  M.D.  (Yuma);  George  W.  Nash,  M.D.  (Tucson); 

John  E.  Oakley,  M.D.  (Prescott);  Wilfred  M.  Potter,  M.D. 
(Scottsdale);  Neopito  L.  Robles.  M.D.  (Tucson);  W.  David 
Rummel,  Jr.,  M.D.  (Prescott);  William  C.  Scott,  M.D.  (Tuc- 
son); Luis  S.  Tan,  M.D.  (Phoenix);  Oscar  A.  Thorup,  Jr. 

(Tucson);  J.  Garland  Wood,  M.D.  (Flagstaff);  Donald  Ziehm, 

M. D.  (Phoenix). 

COUNTY  MEDICAL  SOCIETY  OFFICERS,  1973-74 

APACHE:Amold  H.  Dysterheft,  M.D.,  President,  P.O.  Box  887, 
Lakeside,  85929;  P.  R.  Garver,  M.D.,  Secretary,  P.O.  Box 
919,  Show  Low,  85901. 

COCHISE:  Richard  Groschupf,  M.D.,  President,  1105  San  Antonio 
Ave.,  Douglas,  85607;  C.  E.  Gritsavage,  M.D.,  Secretary, 
640  - 10th  Street,  Douglas,  85607. 

COCONINO:  William  J.  Austin,  M.D.,  President,  1355  N.  Beaver, 
Flagstaff,  86001;  B.  Alfred  Finney,  M.D.,  Secretary,  1355 

N.  Beaver,  Flagstaff,  86001. 

GILA:  Bernard  J.  Collopy,  M.D.,  President,  Miami  Inspiration 
Clinic,  Miami  85539;  D.  B.  Gilbert,  M.D.,  Secretary,  P.  O. 
Box  1030,  Payson  85541. 

GRAHAM:  William  R.  Sullivan,  M.D.,  President,  702  8th  Ave., 
Safford,  85546;  Edward  R.  Curtis,  M.D.,  Secretary,  503 
5th  Ave.,  Safford,  85546. 

GREENLEE:  Gordon  Garrioch,  M.D.,  President,  Morenci  Hospital, 
Morenci,  85540;  Roberto  A.  Dinglasan,  M.D.,  Secretary, 
Morenci  Hospital,  Morencie,  85540. 

MARICOPA:  William  E.  Crisp,  Jr.,  M.D.,  President;  Max  L. 
Wertz,  M.D.,  Secretary. 

(Society  address:  2025  North  Central  Avenue,  Phoenix  85004) 
MOHAVE:  Donald  Nelson,  M.D.,  President,  2178  McCulloch 
Blvd.,  Lake  Havasu  City,  86403;  Earl  Gilbert,  M.D.,  Secre- 
tary, Mohave  General  Hospital,  Kingman,  86401. 

NAVAJO:  George  G.  Bertino,  Jr.,  M.D.,  President,  1500  William- 
son Ave.,  Winslow,  86047;  R.  Joseph  Haley  III,  M.D., 
Secretary,  P.O.  Box  700,  Holbrook,  86025. 

PIMA:  Richard  S.  Armstrong,  M.D.,  President;  George  W.  King, 
M.D.,  Secretary. 

(Society  address:  2555  East  Adams  Street,  Tucson) 

PINAL:  Glen  L.  Walker,  M.D.,  President,  291  W.  Wilson.  Cool- 
idge  85228;  Donald  Lawrence,  M.D.,  Secretary,  1023  E. 
Florence  Blvd.,  Casa  Grande,  85222. 

SANTA  CRUZ:  James  L.  McCullough,  M.D.,  President,  711 
Morley  Ave.,  Nogales,  85621;  Charles  S.  Smith,  M.D., 
Secretary,  P.O.  Box  1382,  Nogales,  85621. 

YAVAPAI:  A.  W.  Scott,  Jr.,  M.D.,  President,  P.O.  Box  2468, 
Prescott  86301;  J.  B.  McNally,  M.D.,  Secretary,  434  West 
Gurley,  Prescott,  86301. 

YUMA:  Lester  G.  Olin,  M.D.,  President,  2244  Ave.  A,  Yuma, 
85364;  Dirk  Frauenfelder,  M.D.,  Secretary,  P.O.  Box  4370, 
Kofa  Station,  Yuma,  85364. 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1973-74 


PRESIDENT  Mrs.  Thomas  Jarvis  (Barbara) 

1266  Skyline  Drive,  Globe,  85501 

PRESIDENT-ELECT  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix,  85018 

1st  VICE  PRESIDENT  Mrs.  Howard  Kimball 

414  West  Northview  Avenue,  Phoenix,  85021 

2nd  VICE  PRESIDENT Mrs.  Ruben  Acosta  (Mary) 

85  Sierra  Vista  Drive,  Tucson,  85719 


(Ella) 


RECORDING  SECY Mrs.  William  Robey  (Barbara) 

Box  597,  Litchfield  Park,  85340 

TREASURER  Mrs.  John  Vosskuhler  (JoAnn) 

2220  N.  Crescent  Drive,  Flagstaff,  86001) 

DIRECTOR,  1973-74  Mrs.  Charles  I.  Fisher  (Peggy) 

352  West  Berridge  Lane,  Phoenix,  85013 

DIRECTOR,  1972-74  Mrs.  Robert  Hancock  (Elvera) 

1004  West  Palo  Verde  Drive,  Phoenix  85013 

DIRECTOR,  1973-75  Mrs.  Joseph  McNally  (Suzie) 

Route  1,  Box  320,  Prescott,  86301 

CHAPLAIN  Mrs.  Sam  M.  Mackoff  (Selma) 

5343  N.  23rd  St.,  Phoenix,  85016 

CORRESPONDING  SECY Mrs.  Paul  Jarrett  (Beverly) 

501  E.  Pasadena,  Phoenix,  85012 


HISTORIAN  Mrs.  Melvin  Phillips  (Jean) 

111  West  Palmdale,  Tempe,  85281 

PARLIAMENTARIAN Mrs.  Robert  Oliver  (Nicki) 

910  North  Wilmot  Road,  Tucson,  85711 


COUNT!'  AUXILIARY  PRESIDENTS 


COCONINO  Mrs.  John  Vosskuhler  (JoAnn) 

2220  N.  Crescent  Drive,  Flagstaff,  86001 

GILA  Mrs.  B.  J.  Collopy  (Dinah) 

Box  342,  Miami,  85539 

MARICOPA  Mrs.  Albert  Wagner  (Helen) 

3216  E.  Meadowbrook  Avenue,  Phoenix  85018 

PIMA  Mrs.  Robert  Goldfarb  (Lesley) 

5051  Mission  Hill  Drive,  Tucson,  85718 

YAVAPAI  Mrs.  Evaristo  Martinez  (Frances) 

1172  Country  Club  Dr.,  Prescott,  86301 

YUMA  Mrs.  Robert  Delph  (Grace) 

1921  16th  Place,  Yuma,  85364 


CHAIRMAN  OF  STANDING  AND  SPECIAL  COMMITTEE 
1973-74 


AMA-ERF’  Mrs.  Lawrence  Bailey  (Mary  Ann) 

712  West  Oregon,  Phoenix  85013 

BYLAWS  Mrs.  Glen  Walker  (Ruth) 

Box  1225,  Coolidge,  8.5228 


COMMUNITY  HEALTH  EDUC Mrs.  Boyd  Metcalf  (Kay) 

5701  Calle  Del  Paisano,  Phoenix,  85018 

COMMUNITY  HEALTH  SERV Mrs.  Ralph  Linden  (Sylvia) 

1971  West  15th  Street,  Yuma,  85364 

CONVENTION  Mrs.  Dennis  E.  Weiland  (Jeanne) 

5826  N.  Monte  Vista  Drive,  Scottsdale,  85253 

FINANCE  Mrs.  Carl  Shrader,  Jr.,  (Ginny) 

1615  Aztec,  Flagstaff,  86001 

GEMS  Mrs.  David  Gilbert  (Fay) 

Box  1030,  Payson,  85541 

HAMER  EDUC.  LOAN  FUND  ...  Mrs.  Alvin  Swenson  (Vicki) 
5250  Bartlett  Circle,  Phoenix,  85016 

HEALTH  MANPOWER  Mrs.  Luis  Tan  (Mary  Jo) 

3510  East  Nita  Road,  Paradise  Valley 

HOSTESS  Mrs.  James  Hopkins  (Pat) 

37  N.  Country  Club  Drive,  Phoenix,  85014 
INTERNATIONAL  HEALTH  . . .Mrs.  B.  L.  Whitman  (Alberta) 

V.  A.  Center,  Box  22,  Prescott,  86301 

LEGISLATION  Mrs.  Warren  S.  Williams  (Pete) 

Route  5,  Box  893,  Tucson,  85718 
TEMPE,  MESA,  CHANDLER,  LIAISON 

Mrs.  John  Hanigsberg  (Barbara) 
1610  East  Donner  Street,  Tempe,  85282 
ORGANIZATION  & MEMBERSHIP  Mrs.  Howard  Kimball  (Ella) 
414  West  Northview  Avenue,  Phoenix,  85021 

PROCEDURES  & GUIDELINES  Mrs.  M.  J.  Harvey  (Rita) 

P.O.  Box  1729,  Lake  Havasu  City,  86403 

PROGRAM  Mrs.  Raymond  Vaaler,  (Ann) 

3624  North  54th  Court,  Phoenix,  85018 

PUBLICATIONS  Mrs.  Orlin  Wry  (Connie) 

2521  N.  Shade  Tree  Lane,  Tucson  85715 

PUBLIC  RELATIONS  Mrs.  George  Stavros  (Theresa) 

315  W.  Kaler,  Phoenix,  85021 

REPORTS  Mrs.  Charles  Kalil  (Ylma) 

1300  East  Missouri  Ave.,  Phoenix 

WASAMA  Mrs.  Wm.  Price  (Arm) 

4524  N.  59th  Avenue,  Phoenix,  85033 
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The  Leader- 


Blue  Shield 

of  Arizona 


®’ Registered  Service  Mark  of  the  National  Association  of  Blue  Shield  Plans 


We. . .urge  all  physicians  who 
perform  physical  examinations 
to  add  sequential  guaiac 
testing  with  dietary  preparation 
into  their  routine  profile. 

“This  would  provide  another 
parameter  useful  in  determining 
now  extensively  to  pursue  a g.i.  tract 
work-up,  and  many  unsuspected, 
hopefully  curable  [colo-rectal]  cancers 
might  be  brought  to  lights* 

Hastings,  J.B.,  in  Organization  and  Timetable 


For  information  on 

guaiac  testing  for 

occult  blood  with 

‘Hemoccult’,  mail  coupon... 

or  call  Pat  Hynes  (215)  564-2400 

or  your  Smith  Kline  Representative. 

Please  do  it  today! 

Colo-rectal  cancer  is  second  only 
to  lung  cancer  as  a cause  of  cancer 
deaths  in  the  United  States. 


Hemoccult 

guaiac  paper  test  for  occult  blood 


HU 


SMITH  KLINE  DIAGNOSTICS 

Division  of  SmithKIine  Corporation 
Dept.  E-47 

1500  Spring  Garden  Street,  Philadelphia,  Pa.  19101 
Please  send  me: 

boxes  of  100  'Hemoccult'  Slides  @$15.00  each 

Hemoccult'  Tape  Dispensers  @$9.00  each 

Additional  Information  □ Check  enclosed. 

□ Please  bill  me. 

Name 
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Street  Address_ 
City. 


.State. 


-Zip. 


Signature. 
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Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing'  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  8501 2 
3424  North  Central  Avenue  Phone:  248-8500 


A DOUBLE-DUTY  DIURETIC 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

GETS  THE  WER  OUT 
IN  EDEMA 

BRINGS  DOWN  BLOOD  PRESSURE 

IN  HYPERTENSION* 

SPARES  POTASSIUM  IN  BOTH 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

^Indications:  Edema  associated  with  congestive  heart  failure, 
cirrhosis  of  the  liver,  the  nephrotic  syndrome;  steroid-induced 
and  idiopathic  edema;  edema  resistant  to  other  diuretic 
therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy,  particularly  in 
patients  with  suspected  or  confirmed  renal  insufficiency  (e.g., 
elderly  or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly  with 
‘Dyazide’  check  serum  potassium  frequently —both  can  cause 
potassium  retention  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe  patients  on 
‘Dyazide’  regularly  for  possible  blood  dyscrasias,  liver  damage 
or  other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  SK&F ). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides.  Watch 
for  signs  of  impending  coma  in  acutely  ill  cirrhotics.  Thiazides 


are  reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible  haz- 
ards to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  determi- 
nations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
post  sympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  anti- 
hypertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


and  neuroloc. 
childpsychiatry 
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Medical  Center  *X-&aty  and  Clinical  Xaftwatwif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster , M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 


mm 


CAMELBACK  PROFESSIONAL  BUILDING 

Eugene  R.  Aimer,  M.D.,  Otto  L.  Bendheim,  M.D., 

Paul  M.  Bindelglas,  M.D.,  James  E.  Campbell,  M.D., 

T.  Richard  Gregory,  M.D.,  Thomas  F.  Kruchek,  M.D., 
Harold  E.  McNeely,  Ph.D.,  Harris  D.  Murley,  M.D., 
George  A.  Peabody,  M.D.,  Stanford  E.  Perlman,  Ph.D., 
George  F.  Saravia,  M.D.,  Jerome  F.  Szymanski,  M.D., 
Floyd  L.  Templeton,  M.D.,  Mark  A.  Wellek,  M.D. 


6-1-73 


Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D. , Consultant  Pathologist 


SOMETHING 

BETTER 


HAPPENED  FEBRUARY  1,  1971 

When  the  Arizona  Medical  Association's 
Travelers  malpractice  coverage  began. 

BEFORE: 

Arbitrary  Classifications 
Rising  rates,  surcharges,  dwindling 
markets,  non-standard  policies, 
peremptory  cancelations 

AFTER  — AND  NOW: 

Published,  consistent  rating. 

Under  bureau  rating 

No  bobtail  or  warranty  restrictions. 

ArMA  gets  all  Travelers  figures. 

Five  year  program  guarantee.  Standard 
policy  at  standard  prices.  Stability 
and  integrity  for  you. 


Phoenix  and  Northern  Arizona 
Burns-Horrelson-Burns 

5045  North  12th  Street 
Phoenix  85014 
Phone  266-441 1 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


Tucson  and  Southern  Arizona 
Patzman-Allen-Lamb  £r  Associates 

5902  East  Pima 
Tucson  85712 
Phone  885-2375 

Do  it  today! 


TRAVELERS  Insurance  Companies 

HARTFORD.  CONNECTICUT 


The 


It  t$  so  ^assuring 

to  know  that  someone 


wl|o  is  loved  by  otheiS  is  in 


Your  bookkeeper  still  hasn’t  talked  to  Monica? 


Maybe  we  should  introduce  them. 
If  you  average  over  100  customer  statements  a month,  our 
talking  computer,  Monica,  can  be  very  helpful. 
You  call  a special  Valley  Bank  number,  using  any  ordinary 
touch-tone  telephone.  Our  computer  will  answer  — in  a 
clear,  human  voice.  Then,  step  by  step,  our 
computer  will  describe,  by  voice,  how  to  record 
your  transaction  — just  by  pushing  buttons 

on  the  phone. 

All  information  you  send  is  automatically 
repeated,  by  voice,  to  assure  accuracy.  And  you 
get  an  instant  balance  for  final  verification. 
On  cut-off  each  month,  all  the  paper  work  is 
handled  automatically.  Statements  are 
mailed  within  48  hours. 
Call  261-1665  in  Phoenix  - or  792-7370  in 
Tucson  and  we’ll  introduce  you  to  our  Monica. 

We  think  it’s  time  the  two  of  you  had 
a nice  little  chat. 


Valley  National  Bank 
Business  Systems  Division 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 

not  have  it 
laminated? 


it  will  last  a lifetime.... 

FL&aOI  SHOP 


Wood  plaques — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE- 
SCOTTSDALE.  ARIZONA  85251- 
(602)  945-9338 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Director!:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882  - 6669 


Air  Evac  can  be  ordered  by  any 
physician  to  any  place  to 
transport  a patient  to  any  other 
place.  Call  the  very  hot  line, 
(602)  254-7150,  Phoenix,  Arizona. 

ss 

SAMARITAN  HEALTH  SERVICE 


Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


Simee  MO” 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 

THE  3S2S&  STORE 


mm  N.  7»b  ST. 

DON  BRISCOE  - PHARMACIST 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


NEW  LUXURY  FOUR  STORY 
MEDICAL  BUILDING 

Arizona  Medical  Plaza 
1 728  West  Glendale  Avenue 
Phoenix,  Arizona 

Ninety  percent  occupied  needs  the  following 
physicians:  Neurologist;  Neurosurgeon;  Physi- 
cal Medicine  Specialist;  Gastroenterologist;  Al- 
lergist; Chest  Psysician  and  General  Practi- 
tioner. Please  call  Mr.  Bob  Ballard  264-1039. 


Medical  Transcription 
For  Physicians  and 
Hospitals 


MULLEN  MEDICAL  SERVICE 


4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1702 
1 00  W.  Clarendon  — Phoenix 
Telephone  263-8526 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$7.00  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


UNITED  COLLECTION  SERVICE 

Tempe  Office 

Tucson  Office 

1 602  East  Williams 

2030  E.  Broadway 

Tempe,  AZ  85281 

Suite  101 

Ph:  (602)  966-7275 

Tucson,  AZ  8571  9 
Ph:  (602)  884-8180 

PHYSICIANS 

Generalists,  Pediatricians,  Internists  needed  for 
new  community-oriented,  non-profit  health 
centers  providing  comprehensive  ambulatory 
health  care  for  the  East  Los  Angeles  area.  Ex- 
cellent working  conditions  in  spacious,  newly 
remodelled  facilities.  Good  working  hours  with 
generous  education  benefits.  Competitive  sal- 
ary. Close  working  relationship  with  major 
medical  schools.  Supporting  services  include 
Laboratory,  X-Ray,  Optometry,  Physio-therapy, 
and  Dental  Services.  California  license  re- 
quired. Contact:  Manuel  Acuna,  Administrator, 
Elias  Chico  Family  Health  Center,  39  E.  Whittier 
Blvd.,  Los  Angeles,  CA  90023. 


COLLECTION  PROBLEMS? 

Over  four  years  of  experience  in  Arizona  has 
proven  that  our  system  produces  excellent  re- 
sults using  "soft  collection"  methods  at  costs 
averaging  10%  of  moneys  recovered.  We  have 
documented  cases  of  recovery  costs  as  low  as 
2%.  Paid  accounts  are  the  best  accounts.  Call 
or  write:  American  Billing  Corporation  — 4014 
N.  7th  Street  — Phoenix,  Arizona  85014  — 
265-4729. 


CHANDLER  MEDICAL  & PROFESSIONAL 
OFFICE 

Space  1,000  to  3,000  sq.  ft.  Ideal  location, 
mature  landscaping,  covered  parking  for  ten- 
ents  with  ample  additional  parking.  Ten  min- 
utes from  Desert  Samaritan  Hospital.  Phone 
948-6119. 


NEW  OFFICE  BUILDING 

1,500  ft.  to  3,000  ft.  of  new  office  building 
under  construction.  Prime  N.  E.  location,  32nd 
and  Pinchot.  Plenty  of  parking.  Call  956-1872. 


MEDICAL  DIRECTOR 

Newly  created  position  with  full  responsibility 
for  directing  all  medical  activities  of  two  com- 
munity-based, non-profit  neighborhood  health 
centers.  These  centers  will  provide  comprehen- 
sive ambulatory  health  care  to  the  East  Los 
Angeles  area.  Responsibilities  will  include  for- 
mulation of  all  medical  care  policies,  physician 
recruitment,  maintenance  of  quality  assurance 
program,  as  well  as  acting  as  liaison  between 
the  center  and  various  back-up  providers  and 
the  medical  community  in  general.  Salary  $38,- 
000-42,000  plus  generous  fringe  benefits  and 
ample  educational  time.  Must  be  Board  certi- 
fied or  eligible;  or  qualified  by  experience. 
California  license  is  required.  Contact:  Manuel 
Acuna,  Administrator,  Elias  Chico  Family  Health 
Center,  3945  E.  Whittier  Blvd.,  Los  Angeles, 
CA  90023. 
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Future 
Medical  Meetings 


DISORDERS  OF  HEMOSTASIS 
AND  COAGULATION 

Wednesdays,  October  14-November  14,  1973 
Tucson  Medical  Center,  Tucson,  AZ 

SPONSOR:  Tucson  Hospitals  Medical  Education 
Program 

CONTACT: 

E.  G.  Ramsay,  M.D. 

Morris  Fine,  M.D. 

P.  O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


THE  ACUTE  MANAGEMENT  OF 
SPINAL  CORD  INJURIES 

October  29-31,  1973 
Safari  Hotel  Convention  Center 
Scottsdale,  AZ 

SPONSOR:  International  Medical  Society 
of  Paraplegia  and  V.  A.  Spinal 
Injury  Service 

CONTACT: 

John  S.  Young,  M.D. 

Peter  Hofstra,  M.D.  (V.A.) 
c/o  Spinal  Injury  Service 
Good  Samaritan  Hospital 
1033  East  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  17  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


CLINICAL  RHEUMATOLOGY:  THE  DIAGNOSIS 
AND  TREATMENT  OF  ARTHRITIS  AND  RELATED 
DISEASES  (A  Postgraduate  Course,  ACP) 

October  29-November  2,  1973 
Arizona  Medical  Center,  Tucson,  AZ 

SPONSOR:  American  College  of  Physicians 

CONTACT: 

C.A.I..  Stephens,  Jr.,  M.D. 

5100  E.  Grant  Rd. 

Tucson,  AZ  85712 

Approved  for  25  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PRACTICAL  PEDIATRICS  FOR 
FAMILY  PRACTITIONERS 

November  3,  1 973 

St.  Joseph's  Hospital  & Medical  Center 
Phoenix,  AZ 

SPONSOR:  St.  Joseph's  Hospital  & Medical  Center 

CONTACT: 

Melvin  L.  Cohen,  M.D. 

St.  Joseph's  Hospital 
302  W.  Thomas  Road 
Phoenix,  AZ  85013 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SEMINAR  ON  URINARY  TRACT  II 

November  3,  1 973 
Maricopa  County  General  Hospital 

SPONSOR:  Maricopa  County  General  Hospital 
Department  of  Radiology 

CONTACT: 

H.  F.  Lenhardt,  M.D.,  F.A.C.S. 

Director  of  Medical  Education 
Maricopa  County  General  Hospital 
2601  E.  Roosevelt 
Phoenix,  AZ  85008 

Approved  for  9 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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ALTERNATIVES  TO  PSYCHIATRIC 
HOSPITALIZATION 

November  16,  1973 
Arizona  State  Hospital 
P & E Building 

SPONSOR:  Arizona  State  Hospital 

CONTACT: 

Eli  Schlossberg,  R.Ph. 

Arizona  State  Hospital 
2500  E.  Van  Buren 
Phoenix,  AZ  85008 

Approved  for  3 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


THE  AMERICAN  COLLEGE  OF  PHYSICIANS 
REGIONAL  MEETING 

November  16,  17,  1973 
Auditorium,  U of  A College  of  Medicine 

SPONSOR:  The  American  College  of  Physicians 

CONTACT: 

John  McGregor,  M.D. 

5104  E.  Grant  Road 
Tucson,  AZ  8571  2 

Approved  for  9 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


EMERGENCY  MEDICAL  SERVICES  SYMPOSIUM 

November  15-17,  1973 
Phoenix  Civic  Plaza 

SPONSOR:  Maricopa  County  Medical  Society, 

Arizona  Aegional  Medical  Program 
Comprehensive  Health  Planning  Council, 

Arizona  State  Dept,  of  Public  Safety 

CONTACT: 

MacDonald  Wood,  M.D.,  Chairman 
E.M.S.  Symposium  Committee 
550  West  Thomas  Road 
Phoenix,  AZ  85013 
Phone:  277-681  1 

Approved  for  8 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ARIZONA  PEDIATRIC  SOCIETY 
PEDIATRIC  DERMATOLOGY 

November  24,  25,  1973 
Mountain  Shadows  Hotel,  Phoenix,  AZ 

SPONSOR:  Arizona  Pediatric  Society  and 

Arizona  Chapter,  American  Academy  of 
Pediatrics 

CONTACT: 

Howard  N.  Kandell,  M.D. 

333  W.  Thomas  Road 
Phoenix,  Arizona  85013 


THE  AMERICAN  COLLEGE  OF  PHYSICIANS 
REGIONAL  MEETING 

November  16  & 17,  1973 
U of  A College  of  Medicine 

SPONSOR:  Arizona  Chapter,  American  College  of 
Physicians 

CONTACT: 

Ashton  B.  Taylor,  M.D.,  F,A.C.P. 

Governor  for  Arizona 
The  American  College  of  Physicians 
444  W.  Osborn  Road 
Phoenix,  AZ  8501  3 


A RECENT  REVIEW  OF  RHEUMATIC  DISEASES 

Wednesdays,  Nov.  21  - Dec.  18,  1973 
Tucson  Medical  Center,  Tucson  AZ 
Marshall  Auditorium 

SPONSOR:  Tucson  Hospitals  Medical  Education 
Program- 

CONTACT: 

E.  G.  Ramsay,  M.D. 

P.  O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  5 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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AMERICAN  COLLEGE  OF  SURGEONS 
ARIZONA  CHAPTER 
ANNUAL  MEETING 

November  30  - December  1,  1973 
Scottsdale  Hilton  Hotel 
Scottsdale,  AZ 

SPONSOR:  Arizona  Chapter,  American 
College  of  Surgeons 

CONTACT: 

Ernst  E.  Born,  M.D.,  F.A.C.S. 

333  West  Thomas  Road 
Phoenix,  AZ  85013 


SYMPOSIUM  OF  HYPERTENSION 

December  8,  9,  1973 
Mountain  Shadows  Hotel,  Phoenix,  AZ 

SPONSOR:  Maricopa  County  General  Hospital, 
and  U of  A College  of  Medicine 

CONTACT: 

H.  F.  Lenhardt,  M.D.,  Director 
Medical  Education 
Maricopa  County  General  Hospital 
2601  E.  Roosevelt 
Phoenix,  AZ  85008 

Approved  for  IOV2  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SEVENTEENTH  ANNUAL  CARDIAC  SYMPOSIUM 

January  1 8,  1 9,  1 974 
Scottsdale  Hilton-lnn,  Scottsdale,  AZ 

SPONSOR:  Arizona  Heart  Association 

CONTACT: 

Ray  Inscore,  M.D. 

434  Gurley 
Prescott,  AZ  86301 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


BARROW  NEUROLOGICAL  INSTITUTE 
FIRST  ANNUAL  SYMPOSIUM 
INFECTIONS  OF  THE  CENTRAL 
NERVOUS  SYSTEM 

February  7-9,  1 974 
Camelback  Inn,  Scottsdale,  AZ 

SPONSOR:  The  Barrow  Neurological  Institute 
of  St.  Joseph's  Hospital  & Medical  Center 

CONTACT: 

Richard  A.  Thompson,  M.D. 

Division  of  Neurology 
Barrow  Neurological  Institute 
of  St.  Joseph's  Hospital  & 

Medical  Center 
350  W.  Thomas  Road 
Phoenix,  AZ  8501  3 


SOUTHWEST  ALLERGY  FORUM 

January  1 4-1  6,  1 974 
Camelback  Inn,  Phoenix,  AZ 

SPONSOR:  Southwest  Allergy  Forum 

CONTACT: 

E.  G.  Barnet,  M.D. 

Suite  233D 

550  W.  Thomas  Road 

Phoenix,  AZ  8501  3 


EVENING  SEMINAR  SERIES  FOR  THE 
PRIMARY  CARE  PHYSICIAN 

Last  Monday  of  Months  Sept. -May 
Room  3117  College  of  Medicine 
U of  A,  Tucson,  AZ 

SPONSOR:  Dept,  of  Family  & Community  Medicine, 

U of  A College  of  Medicine 

CONTACT: 

Anthony  F.  Vuturo,  M.D. 

Dept,  of  Family  & Community  Medicine 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 
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New  Dimensions 

in  Continuing 
Education 
Anaheim,  Cal. 
December  1-4 


It's  the  practicing  physician’s  clinic 
for  continuing  education. . .offering 
a uniquely  personalized  educational 
experience:  30  postgraduate  courses 
covering  new  treatments  and  tech- 
niques in  most  major  specialties. 
With  6 scientific  sessions,  film 
symposia,  scientific  and  industrial 
exhibits. . .all  designed  to  help 
provide  new  solutions  to  those 
everyday  health-care  problems.  Plus 
a conference  on  the  current  status 
of  Professional  Standards  Review 
Organizations.  Altogether,  AMA 
Clinical  73  promises  to  be  the 
practicing  physician's  prescription 
for  better  patient  care. 


This  form  must  be  returned  before  November  5,  1973.  Your  Advance  Registration 
Card  and  tickets  will  be  sent  to  you  on  November  12,  unless  you  request  an 
earlier  mailing  date.  (If  you  do  not  receive  your  Postgraduate  Course  Tickets, 
stop  at  the  special  Course  Registration  Desk  at  the  Anaheim  Convention  Center. 
If  the  course(s)  of  your  choice  has  been  filled,  your  check  will  be  returned  im- 
mediately after  the  convention.) 


Advance  Registration 

Please  return  to: 

Circulation  and  Records  Department 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 

General  Registration 

AMA  members  and  their  guests:  no  fee 

Non-member  physicians:  $25 

Guests  of  non-members:  $5 

Medical  students,  interns  and  residents:  no  fee 

I am  a member  of  the  AMA  through  the 

State  Medical  Association  or  in  the  following  government 
service 

Postgraduate  Course  Registration 

Registration  fee.*  $25/4  Vfc  hr.  course 
$40/9  hr.  course 

'All  medical  students,  interns  and  residents: 

$1 2.50/4V2  hr.  course 
$20/9  hr.  course 

All  courses  meet  Sunday,  Monday,  Tuesday/Dec  2-4. 

Please  indicate  1st,  2nd  and  3rd  choice  for  each  time. 
(Minimum  course  registration  is  25  pnysicians.  If  this 
number  is  not  attained,  your  2nd  or  3rd  choice  will  be 
substituted.) 

7:30-9:00  a.m.  (4V2  hr.  course) 

Asthma-Causes,  Pathogenesis,  Treatment 

Diagnostic  Ultrasound 

Efficient  Task  Allocation  in  Medical  Practice 

Four  Million  Epileptics-Outlook  1974 

Heart  Sounds  and  Their  Interpretation 

Impact  of  Welfare  Policies  on  the  Delivery  of  Health 

Care 

Industrial  Medicine  in  the  Small  Manufacturing  Plant 

Tumors  of  the  Breast 


9:30  a.m. -12:30  p.m.  (9  hr.  course)  S \ 

Advanced  Electrocardiography  | 

Appraisal  of  New  Pulmonary  Diagnostic  Techniques  | 

Coronary  Risk  Factors 

Epidemiology  and  Management  of  the  Acutely  Injured  n 

Patient  '/ 

Factors  Affecting  Fetal  Development  and  Neonatal  ; 

Adaptation  i; 

High-Risk  Obstetrics  and  Fetal  Monitoring  I 

Immunology  1974  | 

Infectious  Diseases  | 

New  Clinical  Practice  from  the  Basic  Sciences 

Pulmonary  Function  and  Blood  Gases-Assessment 

and  Diagnosis  / 

Vascular  Disease  of  the  Head  and  Neck 

2:00-5:00  p.m.  (9  hr.  course)  | 

The  Anatomy  of  Surgical  Procedures  r, 

Basic  Electrocardiography 

Clinical  Impact  of  Recent  Alcoholism  Research 

Critical  Patients-Critical  Decisions  j 

Diagnostic  Cardiology 

Liver  Diseases  I 

Managing  the  Diabetic  in  Trouble  | 

Office  Evaluation  of  Cervical  Lesions  | 

Problems  in  Child  Development  | 

Salt,  Water  and  Acid  Balance  and  Imbalance 

Vascular  Surgery 

My  remittance  of  $ is  enclosed  | 

(Make  check  payable  to  American  Medical  Association.) 

Check  must  accompany  registration. 

Please  print  | 

Name | 

(each  physician  must  register  in  his  own  name) 

Office  Address  | 

City/State/Zip — # 


Monolithic 

Medicine. 


You  know  only  too  well  what  it  would  mean.  You're  concerned 
about  it.  And  you  wonder  who’s  protecting  your  interests. 

Contrary  to  what  you  may  think,  the  AMA. 

The  AMA  has  vigorously  opposed  a government  controlled 
medical  system.  And  our  testimony  before  Congress  has 
brought  results.  Today  key  legislators  acknowledge  that 
improvement  of  health  care  can  be  best  accomplished 
within  the  framework  of  our  present  system. 

The  AMA  is  acutely  aware  that  more  and  better  health 
service  must  be  delivered  to  the  public.  To  do  it,  the  AMA  has 
proposed  a number  of  programs.  One  is  Medicredit,  a 
government  supported  program  of  voluntary  national  health 
insurance.  It  would  insure  every  American  — regardless  of  his 
ability  to  pay  — of  obtaining  quality  medical  care. 

The  AMA  is  working  hard  to  protect  your  interests  and  the 
public’s.  But  we  need  your  support.  Find  out  more  about  what 
the  AMA  is  doing  for  you  and  the  public.  Send  for  the  pamphlet, 
"The  AMA  and  the  American  Doctor:  Sharing  a Common 
Goal.’’  Write:  Dept.  DW,  at  the  address  below. 


American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 


Abbott  Laboratories 

Selsun  


American  Billing  Corp. 
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e irritations 
k day  are  off 


The  causes  of  irritable  colon  and  the  diarrheal 
symptoms  that  often  accompany  it  can  be  as  di- 
verse as  the  systemic  and  emotional  irritations 
man  is  faced  with  daily. 

Although  the  mucoid  nature  of  stools  and  the 
occurrence  of  diarrheal  episodes  coincident  with 
times  of  emotional  stress  may  be  valuable  clues 
to  the  functional  nature  of  the  disorder,  irritable 
colon  must  often  be  diagnosed  by  exclusion. 
Such  diagnostic  exploration  takes  time.  Discov- 
ery of  the  nature  of  any  emotional  problems  may 
fake  more.  During  that  time,  Lomotil*  is  an  ideal 
agent  for  controlling  diarrheal  symptoms. 

Lomotil  tablets  are  small,  easy  to  carry  and 
easy  to  take.  They  act  promptly  and  effectively. 
Secondary  effects  are  relatively  infrequent  and, 
once  the  first  force  of  the  diarrhea  is  controlled, 
maintenance  is  frequently  effective  on  as  little 
as  one  fourth  of  the  initial  dosage. 


These  same  characteristics  make  Lomotil 
useful  in  controlling  the  diarrhea  associated  with 
gastroenteritis,  antibiotic  therapy  and  acute 
infections. 


u.e. 


LIBRARY 
SAN  FRANCISCO 


What  the  Sleep  Research 
Laboratory  recorded 
about  DALMANEsleep...1 

(flurazepam  HCI] 

□ reduced  sleep  latency 

□ decreased  time  awake  after  sleep  onset 

□ increased  total  sleep  time 

The  polygraphic  techniques  of  the  sleep  research  laboratory  have 
objectively  documented  the  value  of  Dalmane  [flurazepam  HCI]  for 
patients  with  difficulty  falling  asleep  or  staying  asleep. 

Hundreds  of  hours  of  monitored  sleep1'9  have  shown  that  one 
30-mg  capsule  of  Dalmane  at  bedtime  generally  induced  sleep 
within  17  minutes,  significantly  reduced  time  awake  after  sleep  onset 
and  provided  7 to  8 hours  of  sleep.  Dalmane  effectiveness  was  main- 
tained even  over  14  consecutive  nights  of  administration,  demon- 
strating the  consistent  effectiveness  of  Dalmane. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of 
insomnia  characterized  by  difficulty  in 
falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning 
awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia 
is  often  transient  and  intermittent,  pro- 
longed administration  is  generally  not 
necessary  or  recommended 

Contraindications:  Known  hypersen- 
sitivity to  flurazepam  HCI 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  {e  g.,  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15 
years  of  age.  Though  physical  and 


psychological  dependence  have  not 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addic- 
tion-prone individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg 
to  preclude  oversedation,  dizziness  and/ 
or  ataxia.  If  combined  with  other  drugs 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive 
effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tend- 
encies. Periodic  blood  counts  and  liver 
and  kidney  function  tests  are  advised 
during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drows- 
iness, lightheadedness,  staggering, 
ataxia  and  falling  have  occurred,  partic- 
ularly in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been 
reported  Also  reported  were  headache, 


heartburn,  upset  stomach,  nausea,  vomit- 
ing, diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpita- 
tions, chest  pains,  body  and  joint  pains 
and  GU  complaints.  There  have  also 
been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypo- 
tension, shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  exces- 
sive salivation,  anorexia,  euphoria,  de- 
pression, slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical 
reactions,  e.g.,  excitement,  stimulation 
and  hyperactivity,  have  also  been  re- 
ported in  rare  instances. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  30  mg  usual 
dosage:  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients: 

15  mg  initially  until  response  is 
determined 

Supplied:  Capsules  containing  15  mg 
or  30  mg  flurazepam  HCI. 


What  the 
patients  reported 
when  they  awoke1 


□ more  rapid  sleep  induction 

□ increased  duration  of  sleep 

The  utility  of  any  sleep  medication  depends,  ultimately,  on  patient 
acceptance.  For  this  reason,  sleep  laboratories  evaluating  Dalmane 
(flurazepam  HCI]  have  obtained  the  patients'  own  estimates  of  their 
sleep  Immediately  on  awakening  in  the  morning.  These  subjective 
evaluations  have  been  in  strong  agreement  with  the  polygraphic 
records,  confirming  polygraphic  evidence  of  Dalmane  effectiveness 
compared  to  placebo. 
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DALMANE 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  h.s  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients]. 

One  15-mg  capsule  h.s.— initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


hen  the  asthmatic 
can  anticipate 
the  attack 

Bronkotabs 


Each  tablet  contains  ephedrine  sulfate  24  mg;  theophylline  100  mg 
glyceryl  guaiacolate  100  mg;  phenobarbital  8 mg 
(warning:  may  be  habit-forming). 


can  help  forestall  or  relieve  it 


Why  day  to  day  maintenance  therapy  with 
Bronkotabs  helps  control  asthmatic  attacks: 

Bronkotabs  relieves  bronchospasm  to 
open  airways  and  help  keep  them  open. 

Bronkotabs  thins  mucus  to  help  clear 
the  tracheobronchial  tree.  Bronkotabs 
decongests  bronchiolar 
mucosa  to  improve  the 
passage  of  air. 

Economical  long- 
term therapy. 


PRECAUTIONS  AND  ADVERSE 
EFFECTS:  Sympathomimetic  side 
effects  are  minimal,  and  there  are  none 
of  the  dangers  or  side  effects  associ- 
ated with  steroid  therapy.  However, 
frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleepless- 
ness. Should  be  used  with  caution  in 
the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsi- 
ness may  occur.  Ephedrine  may  cause 
urinary  retention,  especially  in  the 
presence  of  partial  obstruction,  as  in 
prostatism. 

DOSAGE:  Adults,  one  tablet  every 
three  or  four  hours,  four  or  five  times 
daily.  Children  over  six,  one-half  the 
adult  dose.  Children  under  six,  as 
directed. 

SUPPLIED:  Bottles  of  100  and  1,000 
tablets. 
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BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 
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This  Scanning  Electron  Micrograph  (7000  X)  is  the  first  3-dimensional  view  of  a cell  in  an  ulcerated  duodenum.  The 
center  is  completely  denuded,  surrounded  by  fairly  well-preserved  microvilli.  This  SEM  photomicrograph  was  taken 
from  a scientific  exhibit  which  won  the  Hull  Award  as  the  “best  exhibit  on  original  research  or  instruction  on  a medical 
subject”  at  the  A.M.A.  Clinical  Convention,  November  26-29,  1972,  in  Cincinnati,  Ohio. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  ( e.g .,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 


prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions) , following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 


TheTireless  Man 

whose  duodenal  ulcer  needs  a rest 

Up  early,  home  late,  often  with  a scratch  pad  filled  with  notes,  figures,  plans.  A few  hours’ 
sleep  and  then  another  long  day.  This  is  often  the  routine  of  the  tireless  hard-driver,  one- 
man  committee  with  enough  overwork  and  stress  to  wear  out  several  men.  But  his  duodenal 
ulcer  may  warn  him  with  sharp  discomfort  that  he  had  better  ease  up,  let  some  things  go, 
and  give  himself— and  his  ulcer— a rest. 


The  need  to  reduce  G.I. 
hypermotility  and  hypersecretion 

Overwork  together  with  overanxiety  are  often  principal  factors  in  exacerbating  a duodenal 
ulcer.  To  help  reduce  the  increased  gastric  secretions  and  hypermotility,  therapy  may  need 
to  include  treatment  for  associated  undue  anxiety— which  is  where  dual-action  Librax  can 
be  highly  useful. 

The  dual  nature  of  Librax 

Only  Librax  combines,  in  one  capsule,  the  antianxiety  action  of  Librium®  (chlordiaz- 
epoxide  HC1)  and  the  antisecretory  action  of  Quarzan®  (clidinium  Br).  As  an  adjunct  to  a 
therapeutic  regimen,  Librax  may  help  relieve  both  somatic  and  associated  anxiety  factors 
that  often  contribute  to  the  exacerbation  of  duodenal  ulcer  symptoms. 

Up  to  8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  should  be  adjusted  to  your  patient’s  requirements  — 1 or  2 
capsules,  3 or  4 times  daily.  Rx : Librax  #35  for  initial  evaluation  of  patient  response 
to  therapy.  Rx : Librax  # 1 00  for  follow-up  therapy-this  prescription  for  2 or  3 weeks’ 
medication  can  help  maintain  patient  gains  while  permitting  less  frequent  visits. 


For  the  anxiety-linked  symptoms 
of  duodenal  ulcer  t *1 

adjunctive_LlbraX' 


ROCHE 


Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


reported  in  psychiatric  patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 

When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation,  extra- 
pyramidal  symptoms,  increased  and  decreased  libido— all  in- 
frequent and  generally  controlled  with  dosage  reduction;  changes 


in  EEG  patterns  (low-voltage  fast  activity) may  appear  during 
and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally 
with  chlordiazepoxide  hydrochloride,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  are  typical  of  anti- 
cholinergic agents,  i.e.,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy  and  constipation.  Constipation  has  occurred 
most  often  when  Librax  therapy  is  combined  with  other  spas- 
molytics and/or  low  residue  diets. 


Roche  Laboratories 

Division  of  Ho’ffmann-La  Roche  Inc.- 

Nutley,  N.J.  07110 


Send  them  your  love... 


and  Arizona  Highways. 


The  holiday  issue  is  on  sale  now  — 600  at 
newsstands  and  checkout  counters 
everywhere.  It’s  52  pages  in  glorious  color. 
Free  mailing  envelope  included.  Gift 
subscriptions:  $6.00  peryear  in  U.S.  and 
possessions.  $7.00  elsewhere.  Send  check 
or  money  orderto:  Arizona  Highways, 

2039  West  Lewis,  Phoenix,  Az.,  85009. 

Or  phone  258-6641 . We’ll  mail  an  attractive 
card  to  announce  your  gift. 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$7.00  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


Itoctm;  did 
Yon  knew  that 
incdhfuiHl 
has  a new- 
practice  lease 
for  old 

practitioners? 

It’s  a lease  that  recognizes  and  ap- 
preciates the  problems  of  the  young 
doctor  or  the  established  doctor  who  is 
about  to  start  over  with  a complete 
up-dating  of  his  equipment. 

It  is  structured  to  require  lower  payments 
at  the  outset  of  the  lease,  with  larger 
payments  scheduled  for  later  on. 

Of  course,  all  lease  payments  are  totally 
deductible  as  a business  expense  in 
either  case. 

So,  whether  you’re  a new  doctor  just 
starting  out,  or  an  established  doctor 
up-dating  his  equipment,  let’s  sit  down 
for  some  frank  talk,  doctor. 

*And  not  so  old,  too. 


LET’S  SIT 
DOWN 
SOON  FOR 
A FRANK 
TALK, 
DOCTOR. 


iiuuli-finul 


The  Medi-Fund  Corporation  i 

3360  Geary  Boulevard  n 

San  Francisco,  Ca.  94118  j| 

Please  tell  me  more  about  these  services  g 

□ Profit  center  lease  □ New  equipment  rental  jj 

□ New  equipment  lease  □ Tax  shelter  investments 

□ New  practice  lease  □ Purchase  leaseback  : 

Name | 

Address 


I 


City 


State 


Zip 


Free  and  Cle 


The  New 
10th  Edition 
of  the  Bio-Science  Handbook 

Send  for  your  free  copy  of  the  new  10th  edition  of  the  Bio- 
Science  Laboratories  Handbook  of  Specialized  Diagnostic 
Laboratory  Tests.  Written  in  clear,  concise  language,  this  handy 
200-page  reference  guide  objectively  discusses  both  advantages 
and  limitations  of  important  specialized  diagnostic  tests. 

Used  by  many  teaching  institutions  for  training  of  medical  and 
laboratory  personnel,  it  is  a valuable  and  handy  reference  full 
of  information  hard  to  find  else- 
where. This  is  a one  of  a kind 
offer  and  is  available  only  from 
Bio-Science  Laboratories,  with- 
out charge,  to  physicians  and 
laboratory  personnel. 


Bio-Science 

Laboratories 

Van  Nuys,  California 
Branches: 

Philadelphia  • New  York 
Beverly  Hills  • Century  City 


Bio-Science  Laboratories 


Main  Laboratory,  Dept.  A 

7600  Tyrone  Avenue,  Van  Nuys,  California  91405 


□ 


Please  send  me  your  complimentary 
Handbook  of  Specialized  Diagnostic 
Laboratory  Tests. 


□ 


I may  have  need  for  your  services. 

Send  me  a fee  schedule  and  a small  supply  of  postage- 
paid  mailing  containers. 


NAME  (please  print) 

ADDRESS 

CITY 


STATE 


ZIP 


ARIZONA  MEDICINE 


Address  all  correspondence  to  the 
Journal  Offices 
810  W.  Bethany  Home  Rd., 

Phoenix,  Arizona  85013 

Bruce  E.  Robinson 
Business  Manager 

National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced, on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development ) 
Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
highertetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults-  600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS) , total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  'Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syruo  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  POR  information. 

Rev.  6/73 


WALLACE  PHARMACEUTICALS 
CRANBURY,  NEW  JERSEY  08512 


When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomvein  son 

[melihacvcline  HCI]  Capsules 

Delivers  from  the  very  first  dose: 

tudies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


Tlhout, 

equal 


Without  THE  CIBA  COLLECTION  OL  MEDICAL 
ILLUSTRATIONS  your  reference  library  is  incomplete 

Because  the  CIBA  COLLECTION  contains 
1,584  definitive  illustrations  by 
Lrank  H.  Netter,  M.D. 

Because  the  CIBA  COLLECTION 
systematically  portrays  human  anatomy, 
pathophysiology,  and  clinical  medicine 

Because  the  CIBA  COLLECTION 
utilizes  a highly  visual  approach  to 
make  complex  subjects  easily 
understood  and  readily  committed 
to  memory 


Isn’t  it  time  you  completed 
your  reference  library? 


Order  your  set  of  the  CIBA  COLLECTION  now  and 
we  ll  show  you  another  side  of  Dr.  Netter’s  art. 
To  commemorate  the  25th 
anniversary  of  the  CIBA  COLLECTION'; 
publication,  we’ll  send  you,  free, 
four  full-color,  18x24-inch. 
suitable-for-framing  reproductions 
of  nonmedical  Netter  paintings. 


NEWARK,  NEW  JERSEY  07101* 


Send  me 


CIBA  PHARMACEUTICAL  COMPANY 


POST  OFFICE  BOX  1340 


_ sets  of 


THE  CIBA  COLLECTION  OF  MEDICAL 


% ILLUSTRATIONS  at  $160.50  each. 


Enclosed  find  my  check 


(money  order)  in  the  amount  of 


(Make  checks  or 


money  orders  payable  to  CIBA, 


Summit,  N.J.  Do  Not  Send  Cash!) 


P/5139-SJW 


0°Name 


Address 


n State 


s Zip 


’For  U S.  residents  only. 


In  other  countries,  please  direct  inquiries 


to  the  nearest  CIBA  office. 


Hair  styles  come  and  go, 

but  Selsun  ^(SELENIUM  SULFIDE  LOTION) 

remains  a classic  for  dandruff 


Since  1951,  Selsun  has  proven  to  be  effective  in  treating  dandruff 
and  seborrheic  dermatitis.  When  your  patient  is  tormented  by 
itching  and  scaling,  provide  the  relief  that  only  you  can  prescribe 
. . . Selsun . . . classic  anti-dandruff  therapy. 

Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or  irritation  may 
result.  Avoid  application  to  inflamed  scalp  or  open  lesions.  Occasional 
sensitization  may  occur.  Rinse  well. 


Contains:  Selenium  sulfide,  2Vi  % , w/v  in  aqueous  suspension;  also  contains: 
bentonite,  sodium  alkyl  aryl  sulfonate,  sodium  phosphate  (monobasic), 
glyceryl  monoricinoleate,  citric  acid,  captan,  and  perfume. 


30241 2R 


brand  of  4a 

betamethasone 
valerate  (0.1%) 

Cream/Ointment 

Plus  economy  B.  id.  dosage  often  found  effective J 
Available  in  5, 15,  and  45  Gni.  tubes. 


(81  of  84  patients J1 


CLINICAL  CONSIDERATIONS: 
Description  VALISONE  products  contain 
betamethasone  valerate  (9-fluoro-i  i3 ,17,21- 
trihydroxy-160  -methylpregna-i,4-diene-3,20- 
dione  17 -valerate).  Each  gram  of  VALISONE 
Cream  0.1%  contains  1.2  mg.  betamethasone 
valerate  (equivalent  to  1.0  mg.  betamethasone) 
in  a soft,  white,  hydrophilic  cream  of  watei; 
mineral  oil,  petrolatum,  polyethylene  glycol  1000 
monocetyl  ether,  cetostearyl  alcohol,  monobasic 
sodium  phosphate,  and  phosphoric  acid;  4- 
chloro-m-cresol  is  present  as  a preservative.  Each 
gram  of  VALISONE  Ointment  0.1%  contains 
1.2  mg.  betamethasone  valerate  (equivalent  to 
1.0  mg.  betamethasone)  in  an  ointment  base  of 
liquid  and  white  petrolatum,  and  hydrogenated 
lanolin.  VALISONE  Cream  and  Ointment 
contain  no  parabens. 

Indications  VALISONE  Cream  and 
Ointment  are  indicated  for  the  relief  of  the 
inflammatory  manifestations  of  corticosteroid- 
responsive  dermatoses. 

Contraindications  VALISONE  Cream  and 
Ointment  are  contraindicated  in  vaccinia  and 
varicella.  Topical  steroids  are  contraindicated  in 
those  patients  with  a history  of  hypersensitivity 
to  any  of  the  components  of  the  preparation. 
Precautions  If  irritation  develops  with  the 
use  of  VALISONE  Cream  or  Ointment, 
treatment  should  be  discontinued  and 
appropriate  therapy  instituted.  In  the 
presence  of  an  infection,  the  use  of  an  appro- 
priate antifungal  or  antibacterial  agent  should  be 
instituted.  If  a favorable  response  does  not 
occur  prompdy,  the  corticosteroid  should  be 
discontinued  until  the  infection  has  been  ade- 
quately controlled.  If  extensive  areas  are  treated 
or  if  the  occlusive  technique  is  used,  the  pos- 
sibility exists  of  increased  systemic  absorption  of 
the  corticosteroid  and  suitable  precautions  should 
be  taken.  Although  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect  on  preg- 
nancy, die  safety  of  their  use  in  pregnant  females 
has  not  been  absolutely  established.  Therefore, 
they  should  not  be  used  extensively  in  pregnant 
pauents,  in  large  amounts,  or  for  prolonged 
periods  of  time.  VALISONE  Cream  and  Oint- 
ment are  not  for  ophthalmic  use. 

Adverse  Reactions  The  following  local 
adverse  reactions  have  been  reported  with 
topical  corticosteroids:  burning,  itching, 
irritation,  dryness,  folliculitis,  hypertrichosis, 
acneform  eruptions,  and  hypopigmentation.  The 
following  may  occur  more  frequendy  with 
occlusive  dressings  than  without  such  therapy: 
maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  and  miliaria. 

Dosage  and  Administration  Apply  a thin 
film  of  VALISONE  Cream  or  Ointment  to  the 
affected  skin  areas  one  to  three  times  a day. 
Clinical  studies  of  VALISONE  have  indicated 
that  dosage  only  once  or  twice  a day  is  often 
feasible  and  effective.  AUGUST  1972 
For  more  complete  details,  consult  Schering 
literature  available  from  your  Schering 
Representative  or  Professional  Services 
Department,  Schering  Corporation, 
Kenilworth,  New  Jersey  07033. 

References:  (1)  Files  of  Headquarters  Medical  Research 
Division , Schering  Corporation.  (2)  Carter,  V.  H.,  and 
Noojin,  R.  O.:  Cun.  Therap.  Res.  9.253,  1967.  (3)  Falk,  M.  S.: 

Cutis  2:788,  1966.  (4)  Goldblum,  R.  If'.  Pennsylvania  Med. 

6 9:50,  1966.  (5) Nierman,  At.  M .:  J.  Indiana  M.  A.  10:1184, 

1966.  (6)  Zimmerman,  E.  H.:Arch.  Derma t.  95:514,  1967. 


It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution. 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 


The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 


The  American  College  of  Allergists 


The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 


The  Board  of  Trustees  of  the 
American  Dental  Association 

The  Board  of  Trustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Association 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 


The  National  Wholesale  Druggists’ 
Association 


Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
to  affirm  the  support  of  the  participat- 
ing organizations  for  the  laws,  regula- 
tions and  professional  trad  it  ions  which 
prohibitthe  unauthorized  substitution 
of  drug  products. 

Traditionally,  physicians,  den- 
tists and  pharmacists  have  worked 
cooperatively  to  serve  the  best  inter- 
ests of  patients.  Productive  coopera- 
tion has  been  achieved  through 
mutual  respect  as  well  as  a common 
concern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
discussion  and  selection  of  the 
source  of  supply  of  drug  products. 

The  basic  principles  of  medical,  den- 
tal and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
of  patient  welfare. 

The  antisubstitution  laws  have 
not  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
more  than  they  have  in  and  of  them- 
selves guaranteed  absolute  protec- 
tion from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
from  their  responsibilities  to  patients. 
Asa  practical  matter,  however,  such 
laws  and  regulations  encourage  inter- 
professional communications  regard- 
ing drug  product  selection  and  assure 
each  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
usage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
be  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 


There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


MORE  SQUARE  FEET 
MORE  CLERKS 
MORE  COMPUTERS 
MORE  TRUCKS 
MORE  ADVERTISING 
MORE  ETC.,  ETC. 


Scherer  Scientific 


In  this  business,  biggest  isn’t  always  best. 
Call  Scherer  Scientific  next  time  and  we  will 
show  you  service  outweighs  size. 


Scherer  Scientific 


Genera!  Offices:  291  Coral  Circle,  El  Segundo,  California  90245  • (213)  772-3581 
Fastest  single  source  for  equipment,  supplies,  instruments. 

Distribution  Centers:  San  Diego  • San  Francisco  • Sacramento  • Portland  • Seattle 
Spokane  • Salt  Lake  City  • Colorado  Springs  • Phoenix  • Houston  • San  Antonio  • Newark 
Sales  Offices:  Denver  • Dallas-Fort  Worth  • Miami 


A BERGEN  BRUNSWIG  COMPANY 


Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  be  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing; 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


€ in* 


Afterffy? 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  1 2 years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 

tabs 

Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 


A.  H.  Robins  Company,  Richmond, 


when  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  V*  grain  of  phenobarbital 
to  take  the  nervous  “edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
wfe  Codeine 


Phenaphen  with  Codeine  No.  2,  3,  or  4 contains:  Phenobarbital  (%  g r.) , 16.2  mg.  (warning: 
may  be  habit  forming):  Aspirin  (2’/a  g r. ) , 162.0  mg.;  Phenacetin  (3  g r ) . 194.0  mg.:  Codeine 
phosphate.  V*  gr.  (No.  2),  % gr.  (No  3)  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components.  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed; 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature. 

/jr.  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
'll stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A H Robins  Company,  Richmond,  Va. 


/WROBINS 


Colic?  Diarrhea?  Eczema?  Asthma? 
Rhinorrhea?  Fretfulness?  Fitful  Sleep? 

Soyalac  is  often 
the  answer. 

This  ailing,  wailing  syndrome  in  infants  (and  older 
children)  is  all  too  familiar.  Fortunately,  the  physician 
has  at  his  command  a trusted  ally:  milk-tree,  fibre- 
free,  hypo-allergenic  Soyalac. 

Soyalac  is  palatable,  readily  digested  and  assim- 
ilated. It  simulates  human  milk  in  appearance,  taste, 
texture.  It  is  complete  with  vitamins  and  minerals. 

It  is  equally  suitable  for  children  and  adults  allergic 
to  cow’s  milk. 

Through  the  years  Soyalac  has  proved  its  value 
— in  promoting  growth  and  development  — as  attested 
by  extensive  clinical  data. 

Free  samples  and  literature  on  request. 

A simple  note  on  your  prescription  form  will  do. 

Now  available  in  3 forms: 

Concentrated  Liquid, 

Ready-to-Serve,  Powdered 

mw 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA  92505  ^ \.£f 

Mount  Vernon,  Ohio  43050,  U S A ^*,**>- 


What’s  (mi  your 

patient’s  face... 

may  be  more  important  than 
his  chief  complaint 


Patient  ET.*  seen  on 
3/ 29/  67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cryosurgical  and 
electrosurgical 
procedures. 


Patient  ET.*  seen  on 
6/ 12/67,  seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file, 

Hoffmann -La  Roche 
Inc.,  Nutley,  N.J 


The  lesions  on  his  face 
are  solar/actinic— 
so-called  "senile”  keratoses... 
and  they  may  be  premalignant. 


Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
usually  can  be  identified  by  the  following  characteris- 
tics. The  typical  lesion  is  flat  or  slightly  elevated,  of  a 
brownish  or  reddish  color,  papular,  dry,  rough,  adherent 
and  sharply  defined.  They  commonly  occur  as  multiple 
lesions,  chiefly  on  the  exposed  portions  of  the  skin. 

Sequence  of  therapy- 
selectivity  of  response 

After  several  days  of  therapy  with  Efudex®  (fluorouracil), 
erythema  may  begin  to  appear  in  the  area  of  the  lesions; 
this  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 

Acceptable  results 

Treatment  with  Efudex  provides  highly  favorable  cos- 
metic results.  Incidence  of  scarring  is  low.  This  is  par- 
ticularly important  with  multiple  facial  lesions.  Efudex 
should  be  applied  with  care  near  the  eyes,  nose  and  mouth. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  in- 
flammatory reactions  in  adjacent  normal  skin.  Avoid  pro- 
longed exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands  immedi- 
ately. Apply  with  care  near  eyes,  nose  and  mouth.  Lesions 
failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmen- 
tation and  burning  at  application  site  most  frequent;  also 
dermatitis,  scarring,  soreness  and  tenderness.  Also  re- 
ported-insomnia, stomatitis,  suppuration,  scaling,  swell- 
ing, irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic 
granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to 
cover  lesion  twice  daily  with  nonmetal  applicator  or  suit- 
able glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— contain- 
ing 2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl 
and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyi). 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


This  patient’s  lesions  were  resolved  with 

Efudex 

fluorouracil/Roche 

5%cream/sohition...a  Roche  exclusive 


ROCHE  announces 

new 


BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections  — primarily  pyelonephritis,  pyelitis  and  cystitis — 
when  due  to  susceptible  organisms.  This  efficacy  is 
related  to  the  unique  mode  of  action  against  bacteria  (see 
illustration),  an  action  that,  in  effect,  makes  Bactrim  a new 
type  of  antibacterial. 


Bactrim  interrupts  the 

susceptible 

bacteria 


Unique  mode  of  action  interrupts  the  life  cycle 
at  two  important  points , thereby  impeding 
the  production  of  nucleic  acids  and  proteins 
essential  to  these  bacteria.  These  consecutive 
interruptions  occur  because  sulfamethoxazole 
and  trimethoprim  resemble  naturally  existing 
substrates.  By  competitive  replacement 
of  these  substrates,  they  Inhibit  further 
synthesis. 


/ 


<s> 

"BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 

Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 


Excellent  clinical  response 
in  chronic  urinary  tract 
infections  even  with 
obstructive  complications 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  471'  patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim, 
compared  with  81.2%  (of  144  patients)  to  tri- 
methoprim and  64.5%  (of  155  patients)  to  sulfa- 
methoxazole. More  than  half  of  these  patients  had 
obstructive  complications. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintain- 
ing this  bacteriological  response.  In  the  above  study, 
after  a ten-day  course  of  therapy  with  Bactrim, 
68.4%  of  patients  with  chronic  urinary  tract  infec- 
tions maintained  response  for  up  to  42  consecu- 
tive days,  compared  with  59.7%  with  trimethoprim 
and  44.4%  with  sulfamethoxazole.  These  results 
are  particularly  noteworthy  considering  the  number 
of  patients  with  obstructive  complications-cases 
regarded  as  being  notoriously  difficult  to  treat. 


Prescribing  considerations 

Clinical  Limitations:  Currently,  the  increasing  fre- 
quency of  resistant  organisms  is  a limitation  of  the 
usefulness  of  all  antibacterial  agents,  especially 
in  the  treatment  of  chronic  and  recurrent  urinary 
tract  infections.  Not  recommended  for  children 
under  twelve. 

Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides.  Pregnancy  and  during  the  nurs- 
ing period. 

Warnings  and  Precautions:  Both  sulfamethoxazole 
and  trimethoprim  have  been  reported  to  interfere 
with  hematopoiesis.  Complete  blood  counts  should 
be  done  frequently.  If  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  Bactrim 
should  be  discontinued.  Bactrim  should  be  given 
with  caution  to  patients  with  impaired  renal  or 
hepatic  function,  possible  folate  deficiency,  severe 
allergy  or  bronchial  asthma.  Maintain  adequate 
fluid  intake.  Urinalyses  with  careful  microscopic 
examination  and  renal  function  tests  should  be 
performed  during  therapy,  particularly  for  those 
patients  with  impaired  renal  function. 

Adverse  Effects:  Among  the  most  common  side 
effects  are  nausea,  vomiting,  rash,  leukopenia  and 
elevations  in  SGOT  and  creatinine. 

Usual  adult  dosage:  two  tablets  every  twelve  hours 
for  10  to  14  days;  no  loading  dose  required. 

*Data  on  file,  Hoffmann- La  Roche  Inc.,  N utley,  N.J.  071 10 
1 4 patients  not  available  for  evaluation  at  day  10. 


BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N.J  071 10 


Before  prescribing,  please  consult  complete  product  information  on  facing  page. 


Complete  Product  Information: 

Description:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
uct, available  in  scored  light-green  tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole. 

Trimethoprim  is  2, 4-diamino- 5-(3, 4, 5-trimethoxybenzyl)  pyrimidine. 
It  is  a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
ular weight  of  290.3. 

Sulfamethoxazole  is  /V'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
an  almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
lecular weight  of  253.28. 

Actions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
of  dihydrofolic  acid  by  competing  with  para-aminobenzoic  acid. 
Trimethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
hydrofolic acid  by  binding  to  and  reversibly  inhibiting  the  required 
enzyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
secutive steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
essential  to  many  bacteria. 

In  vitro  studies  have  shown  that  bacterial  resistance  develops  more 
slowly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
alone. 

In  vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
bacterial activity  of  Bactrim  includes  the  common  urinary  tract 
pathogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
lowing organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
siella-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
species. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(MIC— mcg/ml) 

Trimeth- 

oprim 

Sulfameth- 

oxazole 

TMP/SMX  (1:20) 

Bacteria 

alone 

alone 

TMP 

SMX 

Escherichia 

coli 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

Proteus  spp. 
indole  positive 

0.5  -5.0 

7.35  -300 

0.05-1.5 

0.95-28.5 

Proteus 

mirabilis 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

Klebsiella- 

Enterobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

Human  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
administration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
zole are  similar  to  those  achieved  when  each  component  is  given 
alone.  Peak  blood  levels  for  the  individual  components  occur  one 
to  four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
oxazole and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
tively the  same  regardless  of  whether  these  compounds  are  admin- 
istered as  individual  components  or  as  Bactrim.  Detectable 
amounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
blood  24  hours  after  drug  administration.  Free  sulfamethoxazole 
and  trimethoprim  blood  levels  are  proportionately  dose-dependent. 
On  repeated  administration,  the  steady-state  ratio  of  trimethoprim 
to  sulfamethoxazole  levels  in  the  blood  is  about  1:20. 
Sulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
tein-bound forms;  trimethoprim  is  present  as  free,  protein-bound 
and  metabolized  forms.  The  free  forms  are  considered  to  be  the 
therapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
oprim and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
blood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
decreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
degree;  trimethoprim  does  not  influence  the  protein  binding  of 
sulfamethoxazole. 

Excretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
ular filtration  and  tubular  secretion.  Urine  concentrations  of  both 
sulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
are  the  concentrations  in  the  blood.  When  administered  together 
as  in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
the  urinary  excretion  pattern  of  the  other. 

Indications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
tis, pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
£.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
quently, indole-positive  proteus  species). 

Important  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
isms is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
cially in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides. 
Pregnancy  and  during  the  nursing  period  (see  Reproduction 
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SOFT  TISSUE  HEMORRHAGE  AND  NECROSIS 
AN  UNUSUAL  REACTION  TO  COUMARIN  THERAPY 


ROBERT  V.  DISERENS,  M.D. 

The  author  presents  a case  of  a seventy  one 
year  old  female  who  had  aortic  valve  replace- 
ment followed  by  coumarin  therapy  postopera- 
tively.  Following  coumarin  therapy  she  developed 
purpuric  lesions  of  her  legs  18  days  after  institut- 
ing that  medication.  Coumarin  therapy  was  dis- 
continued and  the  purpura  disappeared. 

The  author  cites  a few  references  to  point  out 
that  the  purpuric  lesions  may  progress  to  soft 
tissue  necrosis  even  though  this  case  did  not  do 
this.  The  etiology  is  unclear.  An  allergic  reaction 
to  the  drug  w~s  suspected  in  this  case. 

From  909  E.  Brill  St.,  Phoenix,  AZ  85006. 


The  dicumarol  group  of  anticoagulants  were 
made  available  for  use  in  various  countries  in 
the  early  and  mid  1940’s.  They  subsequently  at- 
tained wide  usage.  As  their  use  increased  the 
complication  of  hemorrhage  into  various  organs 
due  to  depressed  coagulation  factors  (II,  V,  VII, 
X)  was  expected  and  seen  not  infrequently.  An- 
other less  frequent  complication  began  appear- 
ing but  was  not  greatly  appreciated.  This  is  an 
aseptic  type  of  necrosis  of  the  soft  tissues  of  un- 
settled etio7ogy.  The  following  is  a case  report 
describing  one  of  its  more  typical  forms. 

CASE  REPORT 

The  patient  is  a seventy-one  year  old  nulli- 
parous  female.  She  had  had  a long  history  of 
rheumatic  heart  disease  manifest  by  severe  aor- 
tic stenosis  and  insufficiency.  Because  of  con- 
gestive heart  failure  she  was  hospitalized  on 
October  S,  1971.  Sodium  warfarin  10  mg.  was 
given  on  October  16  and  October  17  for  suspect- 
ed thrombophlebitis  of  the  lower  extremities,  but 
when  the  prothrombin  time  jumped  to  thirty- 
eight  seconds  (from  a normal  value  prior  to  be- 
ginning sodium  warfarin)  on  October  18  sodium 
warfarin  was  discontinued. 

Her  congestive  heart  failure  was  refractory  to 
the  usual  drug  and  diet  therapy.  Therefore,  de- 
spite her  age  cardiac  catheterization  was  carried 
out  on  November  2,  1971  and  disclosed  severe 
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calcific  aortic  valvular  stenosis  with  moderate 
insufficiency  and  normal  coronary  arteries.  On 
November  10  she  underwent  aortic  valve  re- 
placement with  a #9  Starr-Edwards  valve.  Her 
postoperative  course  was  complicated  by  tran- 
sient pulmonary  and  gastrointestinal  bleeding. 
Hematologic  studies  on  November  14  showed  a 
platelet  count  of  82,000,  partial  thromboplastin 
time  of  115  seconds,  Lee  White  clotting  time  of 
26  minutes,  prothrombin  time  of  16  seconds,  and 
fibrin  split  products  20  ug/per  ml.  (normal  less 
than  24).  These  studies  were  felt  to  support  a 
diagnosis  of  disseminated  intravascular  coagula- 
tion. No  specific  treatment  was  given  as  the 
bleeding  stopped  spontaneously  at  this  time  and 
eventually  all  the  above  studies  returned  to 
normal. 

Her  postoperative  course  subsequent  to  this 
was  excellent  and  on  November  20  sodium  war- 
farin 5 mg.  per  day  was  instituted  with  stabiliza- 
tion of  the  prothrombin  time  in  the  range  of  20 
seconds.  She  was  discharged  home  on  November 
30  on  this  medication  plus  Digoxen  0.25  mg. 
daily  and  a 1000  mg.  sodium  diet. 

She  was  seen  on  December  4,  1971  in  the 
office  feeling  well.  No  skin  lesions  were  noted. 
However  on  December  8 she  had  purpuric 
lesions  on  both  legs  which  had  been  present  for 
two  days.  The  platelet  count  was  190,000  and 
prothrombin  time  24  seconds.  Sodium  warfarin 
was  omitted  that  day  and  she  felt  that  over  the 
next  twenty-four  hours  there  was  improvement. 
Five  milligrams  of  sodium  warfarin  was  taken 
on  December  9 and  when  seen  the  following  day 
more  purpuric  lesions  had  developed  and  were 
becoming  confluent  in  some  areas.  She  was  hos- 
pitalized at  this  point. 

The  partial  thromboplastin  time,  platelet 
count,  clot  retraction,  serum  fibrin  and  fibrin 
split  products  were  all  normal.  Prothrombin  time 
was  18  seconds.  An  alergic  reaction  to  sodium 
warfarin  was  suspected  and  the  drug  was  dis- 
continued. Figure  I shows  the  appearance  of  the 
lesions  on  the  third  hospital  day.  These  are 
limited  to  the  lower  extremities.  Only  seborrheic 
keratoses  are  present  on  the  hands.  Although 
the  purpuric  lesions  had  become  confluent  in 
many  areas,  actual  necrosis  did  not  occur  and 
the  lesions  quickly  faded.  She  was  discharged  on 
December  15  and  when  seen  in  the  office  on 
December  20  no  lesions  were  present  and  to  date 
none  have  recurred.  No  anticoagulant  therapy 
has  been  re-instituted.  (The  above  case  had  a 


pleasant  ending  with  no  permanent  defects 
but  this  is  not  always  the  case.  Loss  of  large 
amounts  of  tissue  including  an  entire  breast  or 
penis1,2,3'4,5'6,7'8  and  even  death1  have  been  re- 
ported.) 

COMMENT 

Flood,  et  al10  probably  recorded  the  first  case 
in  1943  but  attributed  it  to  an  underlying  throm- 
botic process  for  which  the  anticoagulant  (bi- 
shydroxycoumarin)  was  prescribed.  The  breast 
was  involved  in  this  case.  It  is  to  Verhagen1  that 
we  owe  the  first  recognition  of  this  entity  in  his 
description  of  thirteen  cases  which  clearly  en- 
compasses the  various  clinical  courses.  Further 
reports  appeared  in  the  European  liturature 
but  it  was  not  util  1961  that  Kipen2  reported  in 
the  American  literature  two  cases  of  breast 
necrosis  complicating  phenindione  treatment. 
Other  reports  followed, 34,5,6,7  but  this  is  not  yet 
a well  recognized  entity. 

The  lesion  itself  begins  as  a small  hemorrhagic 
infiltration  of  the  skin  which  becomes  painful 
and  tender.  A surrounding  hyperemic  zone  de- 
velops and  the  lesions  can  become  confluent. 
This  can  proceed  to  actual  necrosis,  usually  pre- 
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ceeded  by  the  development  of  hemorrhagic  ves- 
icles. Eventually  a well-demarcated  black  gan- 
grenous eschar  forms  which  can  extend  deeply 
into  the  subcutaneous  tissue.  To  this  observer 
the  early  lesions  were  very  reminiscent  of  those 
found  in  menningococcemia. 

1 he  location  of  the  lesion  varies.  At  least 
twenty-five  cases  involving  the  breast  have  been 
described  but  there  has  been  universal  sparing 
of  the  opposite  breast.  Trauma  could  not  be  im- 
plicated in  most  cases.  Interestingly,  although 
young  menstruating  women  have  developed  the 
lesion  on  other  areas  of  the  body,  I found  none 
described  with  breast  involvement  who  were  not 
naturally  or  surgically  menopausal. 

The  lesion  usually  begins  during  the  first  week 
of  treatment  with  the  dicumerol  drugs  and  can 
occur  as  early  as  the  third  day.  The  present  case 
is  unusual  in  the  length  of  time  for  the  compli- 
cation to  develop.  Its  appearance  on  the  lower 
extremities  only  is  one  of  the  more  common  lo- 
cations. 

The  etiology  of  the  lesion  is  not  clear.  Indeed 
there  does  not  appear  to  be  agreement  on  the 
microscopic  findings.  Nudelman  and  Kempson4 
describe  venous  thrombosis  plus  acute  cellular 
infiltration  of  the  walls  of  small  and  medium- 
sized arteries  with  focal  internal  elastic  mem- 
brane destruction.  They  conclude  that  this  pic- 
ture could  result  from  arterial  thrombosis.  How- 
ever, venous  thrombosis  without  evidence  of 
vasculitis  has  been  described  more  frequent- 
ly.3’ 6’ 11  Nalbandial  et  al11  theorizes  a lesion  of 
the  capillaries  and  venials  producing  rupture 
of  the  capillary  walls  in  dermal  loops  at  the 
junction  of  the  precapillary  arterioles  and  the 
capillaries.  More  adequate  microscopic  exam- 
ination of  the  early  lesion  will  have  to  be  per- 
formed to  clarify  the  picture.  (Of  the  several 
possibilities  as  to  etiology  there  is  agreement 
that  simple  hemorrhage  is  not  the  cause.  The 
prothrombin  time  is  usually  in  the  therapeutic 
range,  other  coagulation  tests  are  normal,  and 
there  are  no  other  hemorrhagic  manifestations.) 
Generalized  thrombosis  or  thrombophlebitis 
should  not  pick  one  breast,  thigh,  or  just  the 
skin  of  the  lower  extremeties  to  show  itself. 
Also,  the  lesion  has  not  been  reported  in  patients 
treated  without  the  dicumerol  group  of  anti- 
coagulants. 

A direct  toxic  effect  on  the  walls  of  the  ves- 
sels has  been  theorized  and  reference  given  to 
the  work  of  McCarter  et  al.12  They  described 


endothelial  proliferation,  degenerative  changes 
in  smooth  muscle  and  elastic  fiber  components 
of  vessel  walls,  rupture  of  small  vessels  and 
perivascular  hemorrhages  in  dogs  treated  with 
bishydroxycoumarin.  However,  these  changes 
were  found  only  in  dogs  given  lethal  doses  and 
were  not  seen  in  those  given  therapeutic  doses. 

An  allergic  vasculitis  would  seem  to  be  the 
most  likely  explanation.  Consistent  histologic 
evidence  thus  far  is  lacking.  The  waxing,  waning 
and  waxing  course  in  the  present  case  as  the 
drug  was  briefly  stopped  and  then  restarted 
would  point  to  an  allergic- type  reaction  but 
this  has  been  described  in  only  one  other  case.8 
Indeed,  there  are  several  reports1' 4’ 11  of  contin- 
uation or  re-institution  of  the  drug  without  an 
apparent  change  in  the  clinical  course. 

We  must  conclude  that  the  answer  will  have 
to  wait  further  study.  It  was  tempting  to  re- 
institute sodium  warfarin  in  the  present  case  in 
hopes  that  the  lesions  would  appear  again  and 
biopsy  of  an  early  lesion  could  be  performed. 
However,  this  did  not  seem  to  be  in  the  best 
interest  of  the  patient. 

No  successful  therapy  for  this  complication 
has  been  described. 

SUMMARY 

A case  of  purpura  complicating  the  use  of 
sodium  warfarin  is  described.  Practically  any 
area  of  the  skin  and  subcutaneous  tissue  can  be 
affected  and  loss  of  large  areas  of  tissue  ensue. 
The  widespread  use  of  these  medications  make 
it  desirable  that  the  above-described  alarming 
complication  is  better  recognized. 
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THE  SURGICAL  TREATMENT  OF  THYROID  DISEASE 


C.  HERBERT  FREDELL,  M.D. 


The  surgical  philosophy  and  attitudes  toward 
treatment  of  thyroid  disease  has  varied,  and  con- 
tinues to  vary,  among  physicians.  Diagnostic 
problems,  variation  in  treatment  and  results  of 
treatment  in  207  patients  are  discussed,  empha- 
sizing the  parameters  of  the  small  hospital. 
Changes  following  the  institution  of  radioactive 
iodine  and  frozen  section  consultation  are  report- 
ed. The  treatment  of  hyperthyroidism,  chronic 
thyroiditis,  the  solitary  nodule,  and  carcinoma  of 
the  thyroid  is  discussed.  22%  of  solitary  nodules 
were  malignant. 
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The  surgical  treatment  of  thyroid  disease  has 
been  changing  since  Kocher  successfully  dem- 
onstrated the  function  of  thyroid  hormone  fol- 
lowing a total  thyroidectomy.  In  recent  years 
careful  endocrinological  studies  of  synthesis, 
release,  transport,  metabolism,  and  subcellular 
chemistry  of  thyroid  hormone  have  been  added 
to  the  studies  of  iodine  metabolism  to  give  the 
surgeon  a much  broader  basis  for  treating  dis- 
ease of  the  thyroid  gland. 

The  indications  for  removal  of  the  thyroid 
gland  are  now  more  disease  oriented  rather  than 
treatment  for  an  unsightly  or  symptomatic  goiter. 
At  present  surgery  is  only  one  of  several  thera- 
pies for  hyperthyroidism.  It  is  still  the  most  ef- 
fective single  form  of  treatment  for  thyroid 
cancer.  The  best  answer  to  the  thyroid  nodule 
program  remains  in  extirpation  for  microscopic 
examination  while  the  indications  for  surgical 
treatment  of  multinodular  goiter  and  many 
forms  of  thyroiditis  are  not  always  so  categorical. 

Good  results  with  the  use  of  radioactive  io- 
dine for  Graves  disease  have  modified  many 
surgeons  management  of  that  problem.  The  use 
of  the  tanned  red  cell  agglutination  test  for 
diagnostic  clarification  has  altered  the  timing 
and  extent  of  surgical  treatment  of  thyroiditis 
in  some  cases. 


During  the  past  sixteen  years  a change  in  atti- 
tude toward  the  surgical  treatment  of  thyroid 
disease  has  occurred  in  the  Flagstaff  Hospital. 
This  series  of  cases  represents  the  accumulated 
work  of  three  board  certified  general  surgeons 
who  have  similar  but  not  identical  views  con- 
cerning some  specific  problems  in  the  surgical 
treatment  of  thyroid  disease.  Within  the  pub- 
lished literature  the  author  has  found  variations 
of  opinion  continue  to  exist. 

This  study  shows  diagnostic  problems,  the 
extent  of  surgical  treatment,  and  the  results  of 
that  treatment  of  thyroid  disease.  Long  term 
follow-up  has  been  difficult.  The  incidence  of 
post-operative  hypothyroidism  was  not  deter- 
mined. 

METHODS  & MATERIALS 

Tlie  Flagstaff  Hospital  is  a general  acute 
care  short  stay  type  institution  that  has  grown 
from  50  to  110  beds  during  the  period  of  this 
study.  In  1966  radioactive  iodine  for  diagnosis 
and  therapy  was  initiated.  In  1963  the  hospital 
acquired  a pathologist  in  residence  permitting 
frozen  section  examination  of  thyroid  tumors  on 
a regular  basis. 

A retrospective  analysis  of  all  cases  that  had 
surgical  treatment  of  thyroid  disease  from  1-1-57 
to  1-1-73  was  done.  A total  of  207  cases  were 


TABLE  I 

The  Surgical  Treatment  of  Thyroid  Disease  — Fagstaff  Hospital 
1-1-63  to  1-1-73 


Total  Cases  172 


Diagnosis 


Physical  Exam 

Operative  Findings 

Pathological  Diagnosis 

Not  Enlarged 

....  10  Not  Enlarged 

Multinodular  

. 9 Normal  Thyroid  

. 1 Gunshot  Wound  

. . 1 

. . 1 

Hashimoto  Thyroiditis  

. . 3 

Hyperplasia  

Multiple  Adenoma  

. . 4 

. . 1 

Diffuse  Enlarged  . . . 

...  .20  Diffuse  Enlarged  

.20  Hyperplasia  

. .16 

Hashimoto  Thyroiditis  

. . 3 

Carcinoma 

. . 1 

Solitary  Mass  

...  .94  Solitary  Nodule 

. 56  Adenoma  

. .37 

Multinodular  

.34  Carcinoma  

. . 13 

Diffuse  Enlarged  

. 4 Multiple  Adenoma  

. .48 

Hashimoto  Thyroiditis 

. . 6 

Multinodular  

...  .48  Multinodular  

.47  Multiple  Adenomas  

. .30 

Solitary  Nodule  

. 1 Hashimoto  Thyroiditis 

. .15 

Carcinoma  

. . 3 

Total  

...  172 
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analyzed.  There  were  171  females  and  36  males 
ranging  from  16  to  69  years  of  age,  over  half 
were  under  40  years  of  age. 

The  diagnosis  on  physical  examination,  gross 
operative  findings,  and  the  microscopic  exam- 
ination has  been  contrasted.  (Table  I)  Of  note 
is  the  discrepancy  between  the  physical  exam- 
ination and  the  gross  operative  findings  in  those 
cases  of  a solitary  nodule.  Among  the  true  soli- 
tary nodules  a 22%  incidence  of  carcinoma  was 
found  in  contrast  to  a 3%  incidence  in  multi- 
nodular glands. 

The  most  common  surgical  procedure  per- 
formed was  a subtotal  thyroidectomy.  (Table 
II ) A partial  thyroidectomy  was  considered  a 
procedure  less  extensive  than  a lobestomy,  such 
as  resection  of  the  isthmus  or  ennucleation  of 
an  adenoma  or  a biopsy.  The  total  complications 
are  tabulated.  The  two  cases  of  prolonged  hypo- 
calcemia followed  total  thyroidectomy  while  one 
case  of  prolonged  hoarseness  followed  a lobec- 
tomy. The  wound  complications  were  cellulitis 
in  3 cases  and  one  case  of  immediate  post- 
operative bleeding  that  required  reopening  the 
wound  with  ligation  of  an  arteriole.  There  were 
no  deaths. 


TABLE  II 

The  Surgical  Treatment  of  Thyroid  Disease  — 
Flagstaff  Hospital  — 1-1-57  to  1-1-73 


Procedures 

1.  Subtotal  Thyroidectomy  103 

2.  Thyroid  Lobectomy  61 

3.  Total  Thyroidectomy  22 

4.  Partial  Thyroidectomy 21 

Total  207 

Postoperative  Complications 

1.  Hypocalcemia  transient  10 

prolonged  2° 

2.  Hoarseness  transient  6 

permanent  1° 

3.  Tracheitis  transient  5 

With  Fever 

4.  Pyuria 

5.  Wound  infection  3° 

hemorrhage  1° 

hematoma 2 

6.  Home’s  Syndrome  1 


This  correlation  between  the  surgical  proce- 
dure performed  and  the  pathological  diagnosis 
has  been  done.  (Table  III)  A more  accurate 
compilation  of  the  complication  associated  with 
a particular  surgical  procedure  has  also  been 
done.  A breakdown  between  the  lymphocytic 
thyroiditis  and  Hashimotos  thyroiditis  has  been 
included  in  addition  to  the  associated  incidence 
of  Hashimotos  thyroiditis  and  multiple  adeno- 
matous goiter.  The  incidence  of  associated  hy- 


TABLE  III 


The  Surgical  Treatment  of  Thyroid  Disease  — Flagstaff  Hospital 
1-1-57  to  1-1-73 

1.  Pathological  Diagnosis  in  Relation  to  Surgical  Procedure 


Procedures 

Pathological  Diagnosis 

Partial 

Lobectomy 

Subtotal 

Total 

Total  plus 
Node  Dissection 

1. 

Gunshot  Wound 

1 

2. 

Thyroiditis,  Lymphocytic 

2 

4 

8 1 

3 

Hashimotos 

5 

2 

7 2 

2 

3. 

Hyperplasia 

1 1 

2 1 

28  26 

1 1 

4. 

Solitary  Adenoma 

10 

32 

12  1 

1 1 

5. 

Mutiple  Adenoma 

3 

12 

41  11 

3 1 

with  Hashimotos 

1 

7 

2 

6. 

Carcinoma 

7 

10  2 

(6) 

Papillary 

Follicular 

(3) 

(4) 

(2) 

(2)  1 

(2) 

Mixed  Papillary  Foil. 

(3)  1 

(3) 

Medullary 

(2) 

(1) 

U ndifferentiated 

(1) 

Total 

21 

61 

103 

22 

(With  Associated 
Hyperthyroidism) 

1 

1 

41 

5 

2.  Postoperative  Complications  in  Relation  to  Surgical  Procedure 


Complication 

Procedure 

Partial 

Lobectomy 

Subtotal 

Total 

1. 

Hypocalcemia  transient 

4 

2 

prolonged 

2 

2. 

Hoarseness  transient 

2 

2 

prolonged 

1 

3. 

Tracheitis  & Fever 

1 

1 

2 

1 

4. 

Wound  infection 

1 

2 

hemorrhage 

1° 

1 

hematoma 

2 

5. 

Pyuria 

1 

2 

2° 

6. 

Horner’s  Syndrome 

1 

0 Required  2nd  Operative  Procedure 
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TABLE  IV 

The  Surgical  Treatment  of  Thyroid  Disease  — Flagstaff  Hospital 
1-1-57  to  1-1-73 
Carcinoma 

17  Cases 

1.  Sex:  14  Female  3 Male 


2.  Age:  Under  20  20-29  30-39  40-49  50-59  60-69 

1 5 4 4 2 1 

3.  Presenting  Compaint:  Mass  in  Neck  13 

Hyperthyroidism  Symptoms  2 

Enlarged  Lymph  Node 2 

4.  Surgical  Procedure:  Thyroid  Lobectomy 7 

Total  Thyroidectomy  10 

(in  two  stages  — 3) 

With  Lymph  Nodedissection  (6; 

Radical  3 Modified  3 

5.  Pathological  Diagnosis:  Papillary  Carcinoma  5 

Follicular  Carcinoma  6 

Mixed  Papillary  & Follicular 3 

Medullary  2 

Undifferentiated  . 1 

6.  Complications:  Hypocalcemia-transient  2 

(Following  total  with  lymph  node  dissection) 

Hoarseness  1 

(Following  lobectomy) 

Wound  Infection  1 

(Following  total  thyroidectomy) 


7.  Deaths: 


none 


perthyroidism  prior  to  surgery  has  also  been 
included  in  the  analysis. 

From  this  series  of  207  cases  there  were  17 
cases  of  carcinoma,  an  overall  incidence  of  8%. 
The  data  concerning  age,  sex,  presenting  com- 
plaints, surgical  procedures,  pathological  diag- 
noses, complications  and  deaths  have  been  com- 
piled. (Table  IV)  The  well  differentiated  tum- 
ors comprised  the  majority  of  the  cases.  One 
case  of  alveolar  carcinoma  developed  metastatic 
disease  in  the  superior  mediastinum  12  years 
after  the  total  thyroidectomy  was  done.  It  was 
diagnosed  by  a screening  scintiscan  with  radio- 
active iodine.  A therapeutic  dose  of  radioactive 
iodine  was  given  with  disappearance  in  any 
uptake  in  any  subsequent  scan  examinations. 
The  patient  with  undifferentiated  tumor  had  a 
total  thyroidectomy  followed  by  radiotherapy  to 
her  cervical  region.  She  died  8 years  later  of 
unrelated  causes  and  had  no  evidence  of  thyroid 
tumor  at  the  time  of  autopsy. 

COMMENT 

It  is  of  note  that  there  have  been  no  deaths 
following  surgery  of  207  cases  of  thyroid  disease 
during  the  past  16  years.  During  this  period  the 
most  common  surgical  procedure  has  been  the 
subtotal  thyroidectomy.  Within  recent  years  a 
more  conservative  operation  for  benign  diseases 
has  been  done  more  often.  The  treatment  of 


thyroid  malignancy  has  been  directed  to  com- 
plete removal  of  the  disease  from  the  cervical 
region.  The  treatment  of  thyroid  disease  changed 
when  a pathologist  joined  the  staff  to  make 
available  frozen  section  examination  of  opera- 
tive tissue.  The  3 cases  of  total  thyroidectomy 
for  carcinoma  that  were  done  in  two  stages  were 
instances  when  the  frozen  section  diagnosis  was 
unclear  enough  that  the  surgeon  postponed  re- 
moval of  the  remaining  lobe. 

A total  thyroidectomy  is  no  longer  done  with- 
out a pathological  consultation  an  da  definite 
microscopic  diagnosis.  The  cases  of  total  thyroid- 
ectomy that  were  done  for  thyroiditis  were  done 
prior  to  the  advent  of  the  improved  pathology 
services.  Gross  operative  findings  have  not  al- 
ways been  reliable  enough  to  justify  proceeding 
with  extensive  surgery  in  the  neck.  The  frequent 
occurrence  of  Hashimoto’s  thyroiditis  in  all 
categories  of  enalrged  glands  is  noteworthy. 
Some  of  these  cases  should  have  had  less  exten- 
sive surgical  procedures  had  the  diagnosis  been 
established  prior  to  treatment. 

DISCUSSION 

During  the  period  of  this  study  the  published 
literature  has  contained  a generous  number  of 
articles  concerning  the  surgical  treatment  of 
thyroid  disease.  It  is  not  within  the  scope  of  this 
paper  to  review  the  literature  on  the  subject. 
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An  excellent  text  concerning  thyroid  diseases 
by  Werner  and  Ingbar18  is  recommended  to  the 
reader. 

Among  the  many  problems  of  thyroid  disease 
the  surgeon  must  be  familiar  with  the  following: 

1.  The  current  treatment  of  hyperthyroidism. 

2.  The  growing  importance  of  chronic  thyroid- 
itis and  its  treatment.  3.  The  management  of  a 
solitary  thyroid  nodule  and  4.  The  treatment  of 
thyroid  malignancy. 

Most  surgeons  recall  that  hyperthyroidism  is 
a disease  of  spontaneous  onset  and  remission. 
Since  the  thyroid  hormone  influences  all  bodily 
cells  one  finds  disturbances  occurring  in  every 
organ  system  with  hormone  excess  which  may 
predominate  the  clinical  picture  so  that  the 
underlying  hyperthyroidism  remains  undiagnos- 
ed and  untreated.  The  use  of  the  free  thyroxine 
index  will  yield  a high  accuracy  of  diagnosis  of 
hyperthyroidism . 

The  advantages  of  the  surgical  treatment  of 
hyperthyroidism  are  those  of  being  a well  estab- 
lished method  of  treatment  with  low  mortality 
and  morbidity  with  predictable  results  in  attain- 
ing a permanent  euthyroid  status  in  over  90% 
of  cases  without  further  need  for  medication.  A 
recurrence  rate  of  2 to  8%  has  been  reported.5 
Postoperative  hypothyroidism  occurs  from  4.5 
to  42%. 13  The  principal  disadvantages  are  the 
expense  of  hospitalization  and  the  risks  of  the 
operative  procedure. 

Radioactive  iodine  has  become  a more  routine 
treatment  for  Graves  disease  in  recent  years. 
Silver15  discusses  in  detail  the  indications  and 
contraindications  for  its  use.  He  noted  that  preg- 
nancy, lactation,  patients  under  40  years  of  age, 
the  presence  of  nodular  goiter  and  those  patients 
with  a low  uptake  of  radioactive  iodine  to  be 
contraindications  to  the  use  of  radioactive  iodine. 
The  age  limitation  has  been  lowered  to  20  in 
some  clinics. 

While  the  surgical  treatment  of  hyperthyroid- 
ism seems  to  be  on  the  wane,  there  are  still 
patients  who  are  best  served  by  surgical  treat- 
ment. They  are:  1.  Adults  below  the  age  of  30 
with  a toxic  diffuse  goiter  who  is  a prospective 
parent.  2.  The  toxic  nodular  goiter.  3.  The  child 
who  is  not  a candidate  for  long  term  antithyroid 
drug  therapy  because  of  personality  or  environ- 
mental factors  or  who  has  had  a recurrence 
following  treatment  with  antithyroid  drugs.  4. 
The  pregnant  patient  who  has  achieved  euthy- 
roidism  during  the  second  trimester.  5.  The  pa- 


tient in  whom  there  is  a question  of  coexisting 
neoplasm,  and  lastly  6.  Those  patients  with  asso- 
ciated diseases  for  whom  the  most  rapid  means 
of  control  is  required  such  as  associated  heart 
disease.18 

Contraindications  for  surgery  for  hyperthy- 
roidism are:  1.  The  patient  with  recurrent  hyper- 
thyroidism following  previous  thyroidectomy  for 
hyperthyroidism.  2.  The  patient  who  cannot  be 
properly  prepared  to  a euthyroid  state  preoper- 
atively  with  antithyroid  drugs,  and  3.  The  pa- 
tient who  is  a poor  surgical  risk  because  of  age, 
mental  disorder,  or  severe  associated  disease.18 

Sawyers  et  al13  reported  their  experience  with 
190  surgically  treated  hyperthyroidism  patients. 
Six  had  coexistent  carcinoma  and  three  had  thy- 
roiditis. One  had  postoperative  vocal  cord  parly- 
sis  and  the  incidence  of  prolonged  hypoparathy- 
roidism was  1.9%.  Gas  well  and  Maier5  reported 
results  of  the  surgical  treatment  of  hyperthyroid- 
ism noting  a high  incidence  of  hypothyroidism 
following  radioactive  iodine  treatment  of  hyper- 
thyroidism. They  studied  136  patients  postop- 
eratively,  72  with  chemical  determinations  of 
serum  thyroxin,  and  64  patients  by  follow-up 
questionnaire.  Among  the  chemical  determina- 
tion group  10%  had  low  levels  and  were  receiv- 
ing thyroid  replacement  while  9%  of  the  ques- 
tionnaire group  were  taking  thyroid  hormone. 
Eighty-seven  percent  (87%)  of  the  total  group 
were  euthyroid.  They  noted  that  most  cases  of 
postoperative  hypothyroidism  occur  within  the 
first  year  following  surgery  thus  making  the  in- 
stitution of  proper  therapy  possible  before  sig- 
nificant cardiovascular  effects  can  occur. 

Catz  et  al6  studied  the  association  of  lympho- 
cytic thyroiditis  with  other  lesions  of  the  thyroid 
particularly  neoplasms,  nodules,  and  hyperthy- 
roidism. Among  625  cases  of  total  thyroidecto- 
mies 253  cases  of  lymphocytic  thyroiditis  were 
found.  Sixty  (60)  cases  were  with  carcinoma,  64 
were  with  hyperthyroidism,  and  55  cases  had 
associated  nodular  goiter  while  74  cases  had 
classical  Hashimoto’s  thyroiditis.  They  conclud- 
ed that  lymphocytic  thyroiditis  is  more  common- 
ly associated  with  other  thyroid  diseases  than 
had  been  previously  suspected  and  that  the 
diagnosis  is  practically  impossible  without  histo- 
logical confirmation.  This  has  also  been  report- 
ed9 to  be  true  in  childhood. 

r 

The  equivocal  results  of  the  serum  antibody 
studies,  the  errors  in  the  needle  biopsy  of  the 
gland,  and  erroneous  evaluation  of  the  gland  by 
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physical  examination  have  all  contributed  to  the 
high  incidence  of  the  surgical  pathological  diag- 
nosis of  thyroiditis.6’ 9 Since  the  exact  diagnosis 
is  the  principal  problem  the  main  indications 
for  surgery  should  be  to  obtain  tissue  for  exam- 
ination and  to  remove  only  the  amount  necessary 
to  decompress  the  cervical  region  when  symp- 
toms are  present.  Partial  thyroidectomy  or  lobec- 
tomy may  be  indicated  in  the  patient  who  has  a 
persistent  nodule  after  thyroid  therapy  for  thy- 
roiditis.9 

Hofmann  et  al11  reported  a series  of  412  cases 
of  thyroidectomy  among  which  202  were  oper- 
ated upon  for  clinically  nontoxic  solitary  nodules. 
Carcinoma  was  diagnosed  in  28.7%  of  the  20 
cases.  In  those  patients  under  40  years  of  age 
the  incidence  rose  to  35.7%.  They  concluded 
that  there  are  no  findings  or  diagnostic  studies 
currently  available  which  are  sufficiently  spe- 
cific to  differentiate  benign  from  malignant 
conditions.  They  recommended  that  all  clinic- 
ally solitary  nodules  should  be  removed  by  thy- 
roid lobectomy  followed  by  a frozen  section 
microscopic  examination  and  definitive  treat- 
ment. While  they  and  others19  have  noted  the 
accuracy  of  frozen  section  to  be  only  two  out  of 
three  cases  they  felt  in  those  positive  cases  a 
total  thyroidectomy  should  be  done  initially. 
The  multicentricity  of  malignancy  has  been 
shown  to  be  30  to  60%. 11  Shands  and  Gatling14 
found  11%  of  patients  developed  carcinoma  in 
the  remaining  lobe  when  only  lobectomy  was 
done  for  malignancy. 

Bluhardt  et  al3  discussed  clinical  guidelines 
for  surgical  and  non-surgical  treatment  of  thy- 
roid nodules  noting  that  surgical  treatment  could 
be  avoided  in  the  following:  1.  A well  docu- 
mented history  of  prolonged  presence  without 
change  in  size.  2.  Objective  decrease  in  size  of 
the  nodule  with  suppressive  thyroid  therapy, 
and  3.  The  presence  of  a “hot”  nodule  on  scin- 
tiscan with  radioactive  iodine. 

Grile  and  Hawk7  have  advocated  a change  to 
more  conservative  management  of  the  nodule  in 
the  thyroid  by  the  use  of  aspiration  biopsy.  They 
felt  that  90%  of  thyroidectomies  for  nodules 
could  be  eliminated,  among  the  groups  that  are 
sudden  appearing  enlarging  symptomatic  nod- 
ules and  the  small  discrete  non-cosmetic  nodules. 

Green  et  al10  noted  that  the  frequency  of  thy- 
roid cancer  has  increased  sevenfold  in  the  last 
decade.  He  thought  this  was  due  to  more  precise 
screening  techniques  and  referral  of  patients  who 


have  not  responded  to  suppressive  thyroid  ther- 
apy. Treatment  of  thyroid  carcinoma  continues 
to  be  controversial.  It  is  an  uncommon  neoplasm 
with  different  histological  patterns  and  different 
biological  behavior  which  have  important  dif- 
ferent implications  for  the  response  to  treatment 
and  prognosis.  Long  follow-up  periods  are  nec- 
essary to  assess  the  results  of  treatment  of  the 
well  differentiated  types  of  malignancy.4, 16 

Buckwalter,4  Sutton17  and  Klopp  et  al12  noted 
that  the  age  and  sex  of  the  patient,  the  stage  of 
the  disease,  and  the  histological  type  of  malig- 
nancy, are  the  most  important  factors  determin- 
ing the  treatment  and  prognosis  of  thyroid  mal- 
ignancy. 

In  addition  to  the  papillary,  alveolar,  and  vari- 
ous undifferentiated  cell  types  of  malignancy 
another  cell  type  has  been  studied  recently  by 
Fletcher.8  He  reported  249  cases  of  medullary 
carcinoma  noting  a 56%  involvement  of  the 
lymph  nodes  and  a high  incidence  of  multicen- 
tricity within  the  gland.  This  was  important  to 
recognize  because  there  was  often  a familial 
dominance  and  a predeliction  for  associated 
other  endocrine  tumors.  Pheochromocytoms, 
parathyroid  adenomas,  carcinoid  syndrome, 
neurofibromatoses,  and  Cushings  syndrome  are 
often  seen  with  the  medullary  carcinoma  of  the 
thyroid.  The  serum  thyrocalcitonin  has  been 
elevated  and  the  serum  calcium  has  been  found 
to  be  low  in  some  medullary  thyroid  carcinoma 
cases.1, 2 A total  thyroidectomy  and  standard 
radical  neck  dissection  is  the  recommended  ther- 
apy. The  ten-year  survival15  is  lower  than  the 
papillary  and  follicular  cell  type  tumors. 

Thompson  and  Harness19  reported  a series  of 
184  cases  of  total  thyroidectomy  and  the  post- 
operative complications.  They  noted  an  inci- 
dence of  permanent  hypoparathyroidism  to  be 
4%.  With  associated  radical  lymph  node  excision 
it  rose  to  8.2%.  The  incidence  of  unilateral  acci- 
dental recurrent  laryngeal  nerve  damage  was 
4.8%  among  the  total  thyroidectomy  cases  in 
contrast  to  those  with  concomittant  radical 
lymph  node  excision  when  it  rose  to  13%,  while 
collected  reports  of  584  total  thyroidectomies 
from  the  ilterature  lists  11.6%. 

SUMMARY 

The  surgeon  who  undertakes  the  treatment  of 
thyroid  disease  should  have  a current  knowledge 
of  the  endocrinology,  immunology,  radiology, 
and  pathology  concerning  the  thyroid.  He  should 
seek  consultation  with  colleagues  in  these  disci- 
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plines  before  he  performs  the  surgery  rather 
than  after  the  procedure  has  been  completed. 

Meticulous  surgical  technique  and  a thorough 
knowledge  of  the  anatomy  are  essential  for  the 
best  surgical  procedure.  Follow-up  studies  of 
one’s  surgical  triumphs  often  helps  adjust  one’s 
attitudes  and  firm  convictions  about  one’s  surgi- 
cal efforts.  Many  thyroid  diseases  require  long 
term  therapy  and  diligent  follow-up.  Some  sur- 
geons are  reluctant  to  accept  that  responsibility, 
and  are  therefore  unable  to  evaluate  many  of 
the  important  factors  regarding  treatment  of 
thyroid  diseases. 

A retrospective  study  of  207  cases  of  thyroid 
surgery  done  during  a 16-year  period  in  a small 
hospital  has  been  presented.  The  use  of  radio- 
tive  iodine  and  the  use  of  frozen  section  exam- 
ination of  tissue  in  the  operating  room  have 
altered  the  surgical  management  of  some  thy- 
roid problems. 

The  surgical  management  of  hyperthyroidism 
has  been  directed  to  those  patients  who  cannot 
be  treated  by  radioactive  iodine  or  cannot  be 
managed  on  long  term  antithyroid  drugs.  The 
usual  indications  are  followed  in  each  instance. 
The  surgical  treatment  of  thyroiditis  continues 
to  be  one  of  obtaining  a tissue  diagnosis  and 
limited  resection  of  symptom  producing  tissue. 

Our  experience  with  needle  biopsy  of  the  thy- 
roid is  very  limited  and  one  which  we  do  not 
feel  confident  doing  on  an  occasional  basis.  The 
cosmetic  appearance  of  a cervical  incision  in  the 
region  of  the  thyroid  has  been  well  accepted  by 
most  patients. 

The  surgical  treatment  of  a solitary  thyroid 
nodule  has  been  one  of  excision  in  most  cases. 
A lobectomy  has  been  done  most  of  the  time, 
except  when  a non-toxic  nodule  has  been  ennu- 
cleated  believing  it  to  be  grossly  benign.  The 
latter  procedure  is  not  recommended.  If  malig- 
nancy is  found  by  frozen  section  examination 
a total  thyroidectomy  is  done.  If  there  is  any 
question  concerning  the  diagnosis,  the  proce- 
dure is  terminated  with  a lobectomy  and  isthmu- 
sectomy  to  await  a more  detailed  examination. 
In  the  cases  that  a small  non-invasive  differenti- 
ated malignancy  is  found  microscopically  the 
surgical  treatment  is  terminated  and  the  patient 
is  placed  upon  thyroid  hormone  suppressive 
therapy  and  observed.  If  there  is  capsular  inva- 
sion a total  thyroidectomy  is  completed  and  re- 
placement thyroid  hormone  is  given  after  a ra- 
dioactive iodine  scintigram  is  done. 


In  most  cases  of  papillary  carcinoma  with  in- 
vasion or  lymph  node  enlargement  the  surgical 
management  is  directed  to  removing  the  disease 
from  the  cervical  region  with  total  thyroidectomy 
and  concomittant  lymph  node  dissection.  In  all 
cases  of  medullary  carcinoma  a total  thyroidec- 
tomy and  classical  radical  lymphadenectomy 
should  be  done.  Total  thyroidectomy  alone 
should  be  done  for  alveolar  cell  types  and  the 
undifferentiated  cell  type  of  malignancy.  This 
facilitates  the  use  of  radioactive  iodine  for  diag- 
nosis and  treatmnt  postoperatively. 

SUMMARY 

1.  The  surgical  treatment  of  thyroid  disease 
in  a small  hospital  for  a period  of  16  years  has 
been  presented.  A total  of  207  cases  were  ana- 
lyzed. The  diagnosis,  surgical  procedures,  path- 
ological diagnosis  and  postoperative  complica- 
tions have  been  summarized,  17  cases  of  carci- 
noma have  been  summarized. 

2.  The  incidence  of  postoperative  serious  com- 
plications has  been  acceptably  low. 

3.  There  have  been  no  deaths. 

4.  Some  of  the  recent  literature  has  been  cited 
to  amplify  salient  points. 

5.  The  management  of  the  common  surgical 
problems  of  the  thyroid  is  discussed. 
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FOR  THE  ARIZONA  STATE  DEPARTMENT  OF  CORRECTIONS 
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"Inmates  of  penal  institutions  overall  have  been 
traditionally  underserved  with  medical  care.  The 
authors  provide  an  outline  of  the  need  of  medical 
care  by  charges  of  the  Arizona  State  Department 
of  Corrections,  end  the  current  organizational  ef- 
forts to  provide  adequate  medical  care  to  as 
many  as  2700  incarcerated  beings  in  six  or  more 
scattered,  and  mostly  rural  locations.  A later  re- 
port, in  more  detail,  including  the  utilization  of  a 
"correctional  medical  specialist"  should  be  of  ad- 
ditional interest.  And  have  comprehensive  health 
planning  councils  included  penal  institutions 
among  their  considerations?" 


Dr.  Sacca  is  former  Chief  of  Medical  Services  for  the  State 
Department  of  Corrections  and  presently  a practicing  Phoenix 
Allergist.  Mr.  Morgan  is  Chief  of  Personnel  for  the  State  Depart- 
ment of  Corrections. 


Prior  to  June  20,  1968  Arizona  had  several 
facilities  dedicated  to  the  care  of  incarcerated 
juveniles  and  adults  in  its  custody  On  June  20, 
1968  the  State  created  a centralized  Department 
of  Corrections  headed  by  a Director  appointed 
by  the  Governor.  This  new  agency  consisted  of  a 
State  Prison  for  men  and  women  with  1,600 
beds,  the  Arizona  State  Industrial  School  at  Ft. 
Grant  for  male  adults  with  420  beds,  an  Ari- 
zona Youth  Center  with  120  beds  dedicated  to 
working  with  young  male  juveniles  up  to  age  12 
(diagnostic  services  up  to  age  18)  and  a State- 
wide system  of  parole  services. 

In  1970  the  Girls’  School  was  added  to  the  list 
of  institutions  so  that  Arizona  might  better  ren- 
der services  to  female  delinquents  under  the 
custody  of  the  Department.  This  latter  facility 
is  planned  for  200  beds. 

A Conservation  Center  with  165  beds  was 
established  in  Safford,  Arizona  for  male  adult 
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felons.  Another  Conservation  Center  was  begun 
in  Alpine,  Arizona  for  male  juvenile  delinquents. 
The  Alpine  Center  has  120  beds. 

Another  very  important  endeavor  is  in  the 
creation  of  a group  of  Community  Treatment 
Centers  (half-way  houses)  to  house  and  super- 
vise those  individuals  not  yet  ready  for  parole. 
As  of  this  publication  seven  Centers  are  opera- 
tional with  an  eighth  to  open  soon. 

The  creation  of  a centralized  Agency  brought 
to  focus  many  needs  including  the  important 
provision  for  an  efficient  medical  care  and  treat- 
ment service.  The  Agency,  in  cooperation  with 
the  Arizona  State  Personnel  Commission,  launch- 
ed a detailed  review  of  existing  programs  and 
concluded  that  a widely  diversified  system  would 
have  to  be  created  to  deal  with  the  geographic 
and  client  mix  that  exists  in  a State  as  large  and 
sparsely  populated  as  Arizona.  This  then  was 
the  problem  upon  creation  of  the  centralized 
Agency.  Before  launching  any  new  programs, 
Agency  management  had  to  determine  a philoso- 
phy of  operations. 

Summarized  below  is  the  Department  of  Cor- 
rections’ Medical  philosophy  upon  which  the 
current  treatment  program  was  designed: 

“The  objectives  of  a sound  health  and  medical 
services  program  for  wards  and  prisoners  must 
include  the  promotion  of  health,  the  prevention 
of  disease  and  disability,  the  cure  of  diseases, 
and  the  rehabilitation  of  the  patient. 

“Good  medical  care  cannot  be  promoted  when 
services  are  rendered  in  a double  standard.  To 
achieve  our  goals  set  down  above,  medical  care 
programs  for  wards  and  prisoners  must  be  equiv- 
alent in  quality  to  the  care  which  is  available 
to  private  citizens  in  the  community.  We  cannot 
accept  lesser  standards  to  achieve  our  goals. 

“Dignity,  freedom,  and  individuality  must  be 
maintained  by  those  who  provide  as  well  as 
those  who  receive  medical  services.  This  goal  is 
consistent  with  the  service  tradition  of  the  med- 
ical profession  and  that  of  the  correctional  insti- 
tution where  the  medical  service  is  located.  In  a 
prison  setting,  where  freedom  of  choice  for  both 
patient  and  physician  is  limited,  special  atten- 
tion must  be  given  to  the  personal  relationships 
between  inmate  and  doctor.  We  must  be  alert 
to  recognize  and  deal  constructively  with  those 
impediments  to  patient-physician  relationships 
which  may  occur  in  a penal  institution.” 

After  formulating  a sound  philosophy,  identi- 
fying specific  problems,  making  these  problems 


known  to  persons  who  had  authority  to  assist  in 
their  solutions,  and  after  developing  a sound 
basic  philosophy  from  which  objectives  and 
goals  could  be  challenged,  the  Agency  set  out  to 
implement  its  program. 

This  article  will  develop  the  progressive 
changes  implemented  in  the  field  of  medical  care 
during  a five-year  period  following  the  newly 
developed  Department  of  Corrections. 

In  1968  the  Department  of  Corrections  faced 
serious  criticisms  focused  on  its  lack  of  a sound 
medical  program  for  its  “Charges.”  Since  the 
various  institutions  were  spread  out  throughout 
the  state  in  isolated  areas,  it  was  almost  impos- 
sible to  attract  competent  medical  personnel  for 
staffing.  Many  small  facilities  could  not  support 
full  time  services  of  physicians,  and  therefore 
many  compromises  had  to  be  made.  In  addition, 
inadequate  salaries  and  a lack  of  authorized 
positions  hindered  the  Department  from  devel- 
oping a unified  practical  program.  The  Agency 
first  developed  what  it  thought  to  be  solutions 
to  the  problem  such  as  organization  planning  for 
medical  personnel.  The  following  organizational 
charts  reflect  this  seemingly  ideal  structure: 

After  designing  the  above  charts  and  planning 
various  approaches  to  problems,  meetings  were 
held  with  the  State’s  civil  service  jurisdiction, 
the  Arizona  State  Personnel  Commission.  Agree- 
ments were  finalized  regarding  Job  Titles,  Job 
Specifications,  and  Salary  Grades.  A special 
classification  entitled,  “Correctional  Medical 
Specialist”  was  created  at  a current  salary  rate 
of  $815.00  per  month  to  a high  of  $1015.00  per 
month.  This  class  and  its  incumbents  were  to  be 
the  “backbone”  of  the  Agency’s  medical  program. 

Extensive  recruitment  programs  were  launch- 
ed in  an  attempt  to  capitalize  upon  the  many 
excellent  personnel  trained  in  the  armed  military 
forces.  Outstanding  applications  were  received 
and  qualified  personnel  selected  with  a residue 
of  quality  candidates  in  reserve  to  fill  any  new 
vacancies.  The  new  classification  proved  to  be 
as  fine  a tool  as  expected. 

The  Correctional  Medical  Specialist  fills  many 
needs.  He  works  in  a variety  of  settings  such  as 
laboratory,  security,  sick  call,  infirmary  duty, 
dental  assisting,  and  psychiatric  support.  Two  of 
our  present  specialists  are  Registered  Nurses. 
Complementing  this  staffing  are  three  addition- 
al classified  R.N.’s,  two  Correctional  Infirmary 
Managers  and  a small  staff  of  inmate  aides. 

Earlier  it  was  stated  that  the  planned  organ- 
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Figure  1.  Medical  Organizational  Chart  of  Department  of  Corrections 
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ization  appeared  to  be  “ideal,”  but  as  time  pass- 
ed it  was  obvious  there  were  many  areas  of 
weakness  in  the  plan.  The  Agency  foresees 
needs  for  competent  mental  health  personnel 
and  particularly  professional  psychiatrists  to 
plan  and  implement  a comprehensive  psychiatric 
service.  On  September  1,  1973  one  fulltime  psy- 
chiatrist was  added  to  the  prison’s  staff.  Another 
area  of  expansion  is  in  the  area  of  contracting 
with  private  professionals  and  agencies  in  Ari- 
zona’s medical  community.  The  Department  of 
Corrections  presently  has  contracts  with  local 
hospitals  and  many  medical  specialists  both  in 
Phoenix  and  Tucson  to  back  up  prison  physicians 
and  the  infirmary  staff. 

The  Department  of  Corrections  has  had,  and 
is  still  experiencing,  difficulty  in  getting  and 
keeping  career  Physicians.  To  overcome  this 
problem  a Chief  of  Medical  Services  position  was 
established  to  act  as  the  pivot  point  for  Agency 
medical  administration.  In  addition  the  fringe 
benefit  packages  for  all  State  service  employees 
was  improved  and  the  benefits  were  in  turn 
received  by  the  Physicians.  Correctional  Medical 
Specialists  were  and  are  being  encouraged  to  re- 
lieve Physicians  from  administrative  detail.  Pay- 
roll, personnel  and  insurance  problems  were 
brought  under  the  control  of  others  leaving  Phy- 
sicians free  to  practice  medicine.  More  realistic 
salaries  were  approved  and  put  into  effect  for 
all  professional  medical  personnel.  Much  legis- 
lative encouragement  was  and  is  still  being  re- 
ceived in  the  form  of  allocations  for  equipment 
and  new  facilities.  At  present  wards  committed 
to  the  State  and  inmates  incarcerated  in  its  insti- 
tutions are  receiving  the  finest  and  most  sophis- 
ticated diagnostic  and  therapeutic  services  avail- 
able; similar  to  that  which  is  available  to  indiv- 
iduals in  the  free  society. 

In  the  very  near  future  Arizona  Corrections 
plans  to  have  an  excellent  new  ultra  modern 
infirmary  staffed  by  competent  physicians,  den- 
tists, psychiatrists,  dieticians,  nurses,  and  other 
required  professionals.  This  primary  diagnostic 
and  therapeutic  group  will  be  backed  up  by 
modern  hospitals  and  super  medical  specialists 
on  contract  basis.  In  fact,  many  of  these  projec- 
tions will  be  realities  by  the  time  this  paper  is 
published. 

A new  area  of  concern  deals  with  narcotics 
and  dangerous  drugs.  At  present  the  Department 
of  Corrections  is  an  integral  part  of  the  State 
Interagency  Council  which  is  deeply  involved 


in  tackling  this  and  other  major  legal  problems. 
Currently  outside  agencies  such  as  Narconon 
and  Alconon  are  working  with  inmates  several 
nights  per  week  at  the  State  Prison.  A more 
comprehensive  addiction  treatment  and  rehabili- 
tation program  is  a dire  necessity,  and  no  doubt 
the  Legislature  will  move  toward  its  implemen- 
tation. As  yet  it  has  not  been  determined  which 
agency  or  agencies  will  be  involved,  but  the 
Department  of  Corrections  will  cooperate  fully 
when  called  upon. 

The  essential  ingredient  of  success  has  been 
one  of  cooperation  and  coordination  with  all 
persons  involved  with  Arizona’s  medical  pro- 
grams. These  agencies  include  the  Arizona  State 
Personnel  Commission,  the  State  Department 
of  Health,  County  agencies,  the  State  Hospital, 
and  the  state  universities.  Particular  attention  is 
given  to  the  medical  school  and  the  State  Legis- 
lature for  advice  and  financial  aid  to  accomplish 
the  goals  outlined  above.  In  addition,  constant 
communication  is  maintained  with  individual 
legislators  so  that  they  understand  Corrections’ 
needs  and  aims. 

Out  of  a chaotic,  disorganized,  haphazard 
medical  program  in  1968  there  has  evolved  an 
up-to-date,  modern,  comprehensive,  sophisti- 
cated medical  organization  to  serve  the  many 
needs  of  wards  and  inmates.  These  needs,  in 
most  cases,  are  more  intensive  and  complicated 
compared  to  those  found  in  the  general  popula- 
tion. Corrections’  clients  psychiatric  problems 
are  many  and  deeply  rooted. 

Unique  in  the  Agency’s  medical  program  is 
the  development  of  a responsible  Correctional 
Medical  Specialist  approach.  Arizona  has  be- 
come a dealer  in  this  field  of  paramedical  per- 
sonnel in  comparison  to  other  states  still  con- 
templating or  experimenting  with  their  use.  Ari- 
zona has  also  succeeded  in  the  extensive  use  of 
contract  personnel  in  remote  areas  where  staff 
cannot  be  recruited,  and  equally  successful  in 
integrating  contract  personnel  into  a civil  service 
setting.  The  latter  has  been  most  encouraging 
in  solving  our  needs.  Admitted  by  all,  many 
problems  have  not  been  solved  and  much  re- 
mains to  be  accomplished  before  a truly  high 
quality  medical  program  becomes  a reality. 

The  Department  of  Corrections  in  Arizona  has 
come  a long  way  in  medical  care  and  intends 
to  keep  going  forward  to  establish  a first  in  the 
nation  for  quality  medical  care  of  wards  and 
inmates. 
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If  one  is  a reader  of  current  newspapers,  mag- 
azines and  books  and  a viewer  of  television  and 
of  events  about  him,  he  may  pause  particularly 
at  this  time  of  year  to  consider  whether  Thanks- 
giving is  relevant  in  1973.  The  dedicated  physi- 
cian finds  himself  in  the  vortex  of  (1)  an  explo- 
sion of  knowledge,  (2)  increased  involvement  in 
medicine  by  the  public  including  government, 
insurance  companies,  legislative  bodies,  plan- 
ning councils,  and  regional  medical  programs, 
(3)  inflation  of  costs  of  health  care  at  all  levels 
and  of  other  services  and  products,  and  (4) 
diverse  problems  of  the  community  and  of  the 
world.  His  thinking,  feelings,  and  actions  are 
influenced  by  all  of  these  factors. 


Can  the  physician  genuinely  celebrate  Thanks- 
giving in  1973?  Obviously  the  answer  to  this 
question  is  a very  personal,  individual  and  rela- 
tive matter.  We  each  have  the  opportunity  to 
anchor  our  being  and  fate  to  a power  greater 
than  our  own  — and  this  may  be  through  relig- 
ious or  secular  ties.  We,  our  wives,  and  children 
enjoy  living  in  a relatively  free  society.  These 
loved  ones  provide  zest,  confusion,  fun  and  in- 
centive for  a way  of  life  which  we  can  more  or 
less  choose  and  direct.  We  can  take  great  satis- 
faction in  our  work  as  physicians.  How  many 
groups  can  say  the  same? 

Thanksgiving,  1973,  and  Arizona  Medicine  are 
indeed  sympatico. 

John  R.  Green,  M.D. 
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ARIZONA  PLAN  FOR  HEALTH 
SERVICES 


PHILIP  E.  DEW,  M.D. 
PRESIDENT 


It  was  rumored  that  the  Germans  lost  to  the 
Americans  in  World  War  II  because  they  ran 
out  of  paper  first!  The  Arizona  Health  Planning 
Authority  seems  to  have  no  shortage  of  paper. 
The  physicians  who  are  attempting  to  keep 
abreast  of  the  Arizona  Plan  for  Health  Services 
sometimes  wish  they  did. 

Comprehensive  health  planning  was  mandated 
by  federal  legislation.  In  Arizona  this  task  was 
assigned  to  the  Arizona  Health  Planning  Au- 
thority. Included  in  the  federal  legislation  is  the 
statement  “to  assure  comprehensive  health  serv- 
ices of  high  quality  for  every  person,  but  without 
interference  with  existing  patterns  of  private 
professional  practice  of  medicine,  dentistry,  and 
related  healing  arts.”  The  Arizona  Plan  for 
Health  Services  was  mandated  by  state  legisla- 
tion. Reading  some  of  the  works  of  the  Authority, 
such  as  their  goals  for  health  services  in  Arizona, 
one  has  to  keep  reminding  himself  of  the  original 
charge. 

We,  in  ArMA,  have  gone  on  record  repeatedly 
as  favoring  the  assisting  of  agencies  in  health 
planning  and,  specifically,  in  assisting  the  Arizona 
Health  Planning  Authority.  However,  we  have 
been  frustrated  on  numerous  occasions  and  at 
several  levels  when  meetings  were  called  on 
short  notice  and,  at  times,  were  difficult  for  the 
practicing  physician.  Despite  this,  the  Govern- 
mental Services  Committee  and  its  Section  on 
the  Arizona  Plan  for  Health  Services  have  met 
frequently  and  made  repeated  constructive  sug- 
gestions concerning  these  evolving,  massive,  de- 
tailed plans.  They  did  their  best  to  help  despite 
another  problem:  the  tendency  to  give  us  these 
documents  long  after  their  date  of  issue  with 
unreasonable  deadlines  for  reply. 

The  membership  of  the  Section  on  the  Arizona 
Plan  for  Health  Serevices  has  included  osteo- 
pathic physicians.  Our  input  has  been  vigorous 
and  pointed.  In  our  latest  review,  “Draft  #5  — 
Goals  for  Health  Services  in  Arizona,”  “A  Draft 
for  Review  and  Discussion,”  dated  May  of  1973, 
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(a  copy  of  which  arrived  in  late  July),  our  sug- 
gestions did  not  influence  the  basic  guidelines  in 
any  significant  fashion. 

Report  I,  Arizona  Plan  for  Health  Services, 
August,  1973,  “A  Draft  for  Review  and  Discus- 
sion,” under  “Recommendations,”  reads  as  fol- 
lows: 

“Major  Legislative  Recommendations  for 
implementing  the  Arizona  Plan  for  Health 
Services.  1)  Enabling  Legislation,  as  pro- 
posed for  establishing  Health  Service  Cor- 
porations throughout  the  state  as  a means 
of  assuring  the  availability  of  comprehensive 
health  services  to  all  citizens  within  a rea- 
sonable distance  from  their  place  of  resi- 
dence.” 

This  looks  like  an  attempt  to  mandate  closed 
panel  prepayment  groups  (HMO’s)  for  every 
region  of  the  state.  This  would  obviously  give 
them  an  enormous  competitive  advantage  over 
other  currently  acceptable  means  of  health  care 
delivery.  Lest  you  think  that  this  is  just  so  much 
“ink  on  paper,”  let  me  remind  you  that  a similar 
sized  document,  dated  January  of  1973,  entitled 
“Organizational  Structures:  State  Department  of 
Health  Services,”  suggested  that  all  agencies  re- 
lated to  health,  and  they  are  enumerated  there- 
in, be  combined  under  a new  department  of 
Health  Services  in  Arizona.  If  you  have  not  been 
keeping  up  with  such  things,  you  should  know 
that  this  proposal  was  passed  by  the  Legislature 
last  year  primarily  as  recommended. 

So  that  you  understand  what  this  is  all  about, 
you  must  realize  that  the  Arizona  Plan  for 
Health  Services  involves  a system  of  regionaliza- 
tion of  health  care  in  which  the  entire  state  is 
divided  up  into  Primary  Health  Zones,  District 
Health  Service  Zones,  Regional  Health  Service 
Zones,  and  Health  Service  Centers.  They  have 
in  mind  detailing  procedures  allocated  for  each 
zone  by  professions  involved.  They  also  plan  an 
outline  of  considerations  in  allocating  proce- 
dures on  the  basis  of  health  needs  for  specific 
locations  and  populations.  Another  projected 
plan  will  contain  tentative  descriptions  of  the 
personnel  required  to  provide  health  services 
in  each  zone,  considering  procedures  allocated 
and  anticipated  frequency  of  use.  Another  part 
will  depict  facilities  needed  to  enable  provision 
of  health  services  for  each  zone,  considering  the 
scope  of  services  to  be  provided,  the  type  and 
number  of  personnel,  and  the  number  of  persons 
to  receive  services.  There  is  a plan  which  will 


present  an  inventory  of  existing  services,  per- 
sonnel, facilities,  and  other  resources  for  each 
zone,  and  another  part  will  contain  an  evaluation 
of  the  adequacy  of  existing  resources  in  terms  of 
projected  requirements  and  descriptions  of  al- 
ternative organizational  arrangements  for  pro- 
viding defined  health  services  by  augmenting 
existing  resources,  modifying  available  resources, 
or  continuing  current  efforts  as  indicated.  Now 
if  you  have  trouble  understanding  this  recent 
portion,  it  is  because  I quoted  it  directly  out  of 
the  Health  Plan.  I am  sure  you  will  need  to  read 
it  several  times,  since  these  plans  usually  have 
long  complex  sentences  which  tend  to  confuse 
the  reader. 

The  question  is,  are  the  problems  inherent  in 
the  current  delivery  of  health  care  of  such  a 
magnitude  as  to  require  such  a radical  program 
as  suggested  in  the  Arizona  Plan  for  Health 
Services?  According  to  Harry  Schwartz  in  the 
book  entitled,  The  Case  For  American  Medicine, 
the  answer  is  a resounding  “NO.” 

There  is  support  for  the  idea  that  improve- 
ment in  delivery  to  a small  fraction  of  the  pop- 
ulation could  generally  alleviate  most  of  the 
problems.  Pima  Health  Systems  has  data  from 
questionnaires  that  indicates  that  the  vast  major- 
ity of  the  public  in  Pima  County  certainly  does 
not  view  the  problem  of  such  magnitude  as  re- 
quiring regimentation  of  the  type  depicted  in 
the  State  Health  Plan.  The  data  obtained  from 
this  recent  survey,  conducted  by  George  Rosen- 
berg and  Gary  Buck,  has  either  not  reached  the 
Arizona  Health  Planning  Authority  or  has  cer- 
tainly not  influenced  their  approach  to  the  prob- 
lems that  we  know  exist  for  a small  minority  of 
the  citizens  of  Arizona.  It  has  been  suggested 
that  100  physicians  in  areas  of  need  would  solve 
the  problem.  There  are  nearly  3,000  physicians, 
so  an  addition  of  3%  of  physicians  in  proper 
places,  could  solve  the  problem  of  delivery  that 
now  faces  us  in  areas  of  need.  Is  it  wise  or  nec- 
essary to  regiment  the  care  of  100%  of  the  pa- 
tients to  meet  the  needs  of  a small  minority  of 
the  citizens  of  Arizona? 

We  do  not  view  these  plans  as  just  so  much 
paper.  We  are  taking  them  extremely  seriously 
and  we  are  trying  to  offer  alternative  solutions 
to  the  problems  involved.  Nonetheless,  we  can't 
help  but  wonder,  in  view  of  the  current  paper 
shortage,  how  many  more  documents  are  forth- 
coming and  whether  they  are  justified  by  the 
cost  of  the  process  or  the  loss  of  the  trees. 
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COMPUTER-ASSISTED  PROGRAMS  IN  PEDIATRICS 


During  the  last  thirty  to  forty  years  the  volume 
of  medical  knowledge  expanded  so  rapidly  that 
no  single  physician  today  can  retain  and  recall 
enough  information  to  treat  all  the  medical 
problems  he  encounters.  As  a result,  many 
young  medical  school  graducates  have  restricted 
themselves  to  small  segments  of  subspecialty 
medical  practice,  in  order  to  achieve  a feeling 
of  full  competence  in  one  well-defined  area  of 
medicine.  However,  the  “information  explosion” 
continues  to  maintain  the  gap  between  the  in- 
dividual and  the  mass  of  accumulated  data,  even 
within  one  subspecialty  realm. 

Within  the  last  decade  computer  technology 
has  been  enlisted  to  help  alleviate  the  problems 
created  by  this  siuation.  Although  it  has  no 
power  of  judgment,  the  computer  can  retain 
information  in  virtually  unlimited  amounts  and 
recall  it  almost  instantly.  That  capability  makes 
it  a potentially  valuable  tool  for  solving  diagnos- 
tic problems.  The  Department  of  Pediatrics  at 
the  Arizona  Medical  Center  is  now  evaluating 
the  usefulness  of  a computer-assisted  diagnostic 
program. 

In  the  mid-1960s  Doctors  Bamess  and  Tunnes- 
sen,  at  the  University  of  Pennsylvania,  became 
interested  in  the  diagnosis  of  various  rare,  pedi- 
atric syndromes  by  the  use  of  punch  cards.  As 
their  concept  developed  and  grew,  the  punch 
cards  proved  inadequate  because  of  the  limited 
number  of  possible  findings  that  could  be  en- 
tered, and  they  turned  to  the  use  of  computer 
technology.  At  the  present  time  this  program, 
registered  commercially  as  Meditel,  can  assim- 
ilate clinical  data  and  laboratory  results  and 
generate  a differential  diagnosis  of  possible  dis- 
eases or  conditions.  The  disease  profile  in  the 
computer  bank  has  been  expanded  from  “rare” 
syndromes  only  to  include  common  ones.  In  our 
Department  of  Pediatrics,  difficult  diagnostic 
problems  are  addressed  to  the  computer  in  an 
effort  to  obtain  every  possible  explanation  of 
the  sick  child’s  condition. 

Recently,  for  example,  a child  was  admitted 
in  whom  the  major  findings  included  mental 
deficiency,  growth  retardation,  continuous  bushy- 


eyebrows,  clinodactyly,  congenital  heart  disease 
and  a number  of  other  signs.  A form  was  filled 
out  with  the  several  signs,  symptoms  and  lab- 
oratory study  results.  Each  bit  of  data  was 
assigned  a code  number  which  was  then  tele- 
phoned into  the  New  Jersey  computer  through 
an  ordinary  teletypwriter.  In  response,  the  com- 
puter supplied  forty-four  possible  diagnoses,  in- 
cluding infrequently  thought  of  conditions,  such 
as  Russel-Silver  dwarfism,  Coffin’s  syndrome, 
Rubenstein-Taybi’s  syndrome  and  Cornelia  de 
Lange  syndrome,  the  last  named  being  the  most 
probable. 

With  a computer  print-out  in  hand,  the  phy- 
sician has  to  decide  which  of  the  possible  con- 
ditions may  be  relevant  to  the  patient.  Some 
are  obviously  improbable,  whereas  others  will 
require  further  investigation.  This  kind  of  diag- 
nostic assistance  compels  the  pediatrician  to 
exercise  not  less,  but  rather,  greater  judgment, 
in  that  he  must  weigh  the  findings  in  his  patient 
and  decide  which  are  the  most  important  in 
order  to  rule  out  irrelevant  possibilities.  It  often 
happens  that  the  physician  has  forgotten  a pos- 
sibility. The  computer,  then,  jogs  his  memory. 

Several  potential  advantages  may  accrue  from 
computer-assisted  diagnosis.  A major  one  is 
teaching.  Confronted  by  numerous  possibilities, 
the  physician  has  to  evaluate  the  unfamiliar  dis- 
orders to  see  if  they  are  relevant  to  the  partic- 
ular case  at  hand.  Another  potential  advantage  is 
decreased  hospitalization  time  because  of  a more 
efficient  work-up.  When  the  physician’s  findings 
are  put  into  the  computer,  irrelevant  (and,  there- 
fore, unnecessary)  laboratory  tests  may  be  avoid- 
ed. This  will  reduce  both  laboratory  costs  and 
length  of  hospital  stay  for  the  patient. 

In  the  future,  the  practicing  physician  will  be 
able  to  put  the  findings  of  diagnostically  diffi- 
cult patients  through  the  University  of  Arizona 
Medical  Center  terminal  and  make  more  thor- 
oughly considered  decisions  as  to  what  type  of 
future  management  is  necessary.  The  resulting 
benfits  in  time  and  expense  saved  and,  inciden- 
tally, in  physician  education,  could  acquire 
immense  value  in  the  long  run. 
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BUREAUCRATIC  CONSTIPATION 


The  following  is  the  August  report  to  the  Com- 
munity Advisory  Committee  of  the  Surgicenter 
which  has  some  very  pertinent  observations  about 
how  well  our  federal  bureaucracy  operates. 

This  August  saw  the  celebration  of  3 ¥2  years 
of  operation  and  the  completion  of  our  16,000th 
case  without  a mortality  or  life-threatening  com- 
plication. But  Medicare  Part  A is  still  missing. 

Our  communication  with  the  Social  Security 
Administration  regarding  Medicare  coverage  for 
Surgicenter’s  facility  charge  began  with  a letter 
of  inquiry  to  Mr.  Thomas  Tierney  in  October  of 
1968.  Two  months  later,  we  received  a reply 
to  the  effect  that,  . . the  facility  could  not  by 
itself  meet  the  definition  of  a hospital  . . . and 
could  not  therefore  be  certified  and  reimbursed 
as  a hospital.” 

In  the  ensuing  years,  either  through  corre- 
spondence or  personal  interview,  we  have  be- 
come acquainted  with  officials  in  many  different 
departments  of  HEW  and  the  Social  Security 
Administration  as  well  as  representatives  in  the 
Regional  Offices.  Many  have  been  friendly  and 
encouraging;  others  have  not.  We  have  followed 
every  lead  that  has  been  suggested  to  us;  yet 
all  we  have  come  up  with  after  almost  five  years 
of  wrangling  is  a number  of  good  answers  to 


the  question,  “Why  don’t  doctors  do  something 
about  the  cost  of  medical  care?” 

Last  October,  a law  was  passed  which  author- 
ized the  Secretary  of  HEW  to  develop  a dem- 
onstration project  with  the  Surgicenter.  In  Feb- 
ruary of  this  year  the  Social  Security  Adminis- 
tration initiated  a study  intended  to  carry  out 
the  law’s  provisions. 

Our  most  recent  correspondence  from  the 
Baltimore  office,  dated  May  17,  suggests  that 
further  delays  of  unpredictable  duration  are  to 
be  anticipated. 

For  the  first  two  or  three  years,  we  were 
somewhat  amused  by  this  known  inability  of  the 
federal  bureaucracy  to  move  effectively.  Now, 
however,  its  beginning  really  to  alarm  us,  not 
because  of  what  it  means  financially  — we  are 
managing  to  get  along  without  Medicare  Part  A 
paying  its  way  — but  because  of  what  it  por- 
tends for  the  survival  of  our  society. 

The  body  politic  in  the  United  States  is  clearly 
suffering  from  “bureaucratic  constipation,”  to 
borrow  an  expression  from  Dr.  Merlin  DuVal; 
and  our  fear  is  that  the  signs,  if  we  read  them 
correctly,  point  to  a complete  and  possibly  fatal 
obstruction. 

Wallace  A.  Reed,  M.D. 

John  L.  Ford,  M.D. 
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"THE  KILLERS"  EXAMINES  THE 
FIVE  MAJOR  LETHAL  MEDICAL 
CONDITIONS 

THE  KILLERS  can  be  seen  on  KAET  - Channel  8 in 
the  following  cities:  Casa  Grande,  Chandler,  Clif- 
ton/AAorenci,  Coolidge,  Flagstaff,  Globe/Miami, 
Holbrook,  Prescott,  Safford,  Sedona,  Thatcher, 
Williams,  Winslow  and  Yuma  and  in  the  Tucson 
area  on  KUAT-Channel  6. 

Heart  disease,  inborn  genetic  defects,  pulmon- 
ary disease,  trauma,  cancer  — these  are  THE 
KILLERS,  the  five  major  lethal  medical  condi- 
tions in  America  today. 

KAET  - Channel  8 will  examine  each  one  in 
depth  on  a special  series  of  five  90-minute  docu- 
mentaries entitled  THE  KILLERS.  The  series 
premieres  Monday,  November  19,  at  8 p.m.  with 
“Heart  Disease:  The  20th  Century  Epidemic.” 
The  remaining  programs  will  air  one  per  month 
through  March  as  part  of  the  PBS  SPECIAL  OF 
THE  WEEK. 

The  series  is  designed  to  inform  the  public 
about  melthods  of  prevention,  early  detection 
and  treatment  of  the  five  medical  conditions 
that  accounted  for  75.7  percent  of  all  deaths 
(IV2  million)  in  the  nation  last  year.  Executive 
producer  David  Prowitt  and  the  WNET  Science 
Program  Group  worked  with  23  medical  and 
health  professionals  to  produce  this  series,  the 
first  of  its  kind. 

“Unfortunately,  American  medicine  is  almost 
totally  crisis-oriented,”  Prowitt  states.  “Doctors 
don’t  get  to  the  patient  until  the  real  damage  to 
the  heart,  respiratory  system  or  other  critical 
area  is  already  done.” 

“Given  this,  it  is  obvious  the  responsibility  for 
staying  healthy  rests  with  the  individual.  These 
programs  are  designed  to  show  the  individual 
and  the  community  how  to  achieve  this  and,  in 
addition,  they  demonstrate  what  is  available  in 
medical  knowledge  and  clinical  care  when  a 
person  is  hit  by  one  of  these  conditions.” 

November  19  — “Heart  Disease:  The  20th 
Century  Epidemic” 


Each  year  one  million  Americans  are  stricken 
for  the  first  time  with  heart  attacks.  The  disease 
is  on  the  rise  among  women  as  well  as  men  in 
their  20’s  and  30’s  who  suffer  from  the  “Sudden 
Death  Syndrome.” 

In  addition  to  presenting  pertinent  medical 
facts  about  the  disease,  this  program  will  offer 
rare  insight  into  the  latest  research,  for  example, 
the  totally  implantable  nuclear  powered  arti- 
ficial heart.  It  will  also  deal  with  preventive  and 
treatment  measures,  with  specific  emphasis  on 
what  the  medical  profession,  the  individual  and 
the  community  can  do  to  prevent  heart  disease. 

December  17  — “Genetic  Defects:  The  Broken 
Code” 

About  seven  percent  of  all  Americans  suffer 
from  a genetic  defect  of  some  kind.  Millions 
more  carry  genes  that  cause  these  defects. 

Many  genetic  diseases  are  ethnic  in  origin, 
posing  ethical  and  moral  questions  as  well  as 
health  ones.  Sickle  cell  anemia,  originally  an 
immunity  factor  against  malaria,  afflicts  blacks; 
Cooley’s  anemia,  or  thalassemia,  strikes  persons 
of  Mediterranean  origin,  such  as  Greeks  and 
Southern  Italians;  Tay  Sachs  disease  is  a killer 
of  children  of  Eastern  European  Jewish  ances- 
try; and  phenylketonuria  (PKU)  is  a cause  of 
mental  retardation  in  many  children  of  Irish 
and  Scottish  background. 

This  program  focuses  on  the  health,  ethical 
and  moral  questions  involved,  and  the  role  the 
individual  and  the  community  can  play  in  reg- 
ulating and  improving  methods  of  screening  and 
treatment  of  these  disorders. 

January  14  — “Pulmonary  Disease:  The  Hidden 
Enemy” 

An  estimated  150,000  Americans  die  each  year 
from  diseases  of  the  lungs.  Automotive  emissions, 
cigarette  gases  and  industry  wastes  are  among 
the  killer  pollutants. 

Early  detection  is  the  only  major  defense 
against  respiratory  disease  at  present,  but  this 


is  still  in  its  infancy.  How  the  medical  profes- 
sion, the  individual  and  the  community  can 
work  together  for  the  advancement  of  detection 
and  treatment  are  major  focal  points  of  this 
program. 

February  11  — “Trauma:  It’s  An  Emergency” 

Accidents  — on  the  road,  in  the  home,  because 
of  fire,  on  the  ski  slope  — and  the  trauma  that 
ensues  are  the  leading  cause  of  deaths  of  Ameri- 
cans under  40.  The  115,000  deaths  due  to  acci- 
dents yearly  cost  the  public  more  than  $23 
million. 

The  line  between  life  and  death  is  usually 
drawn  by  the  emergency  medical  system  closest 
to  the  victim.  At  present,  good  emergency  care 
treatment  in  the  U.S.  is  spotty. 

Among  the  subjects  covered  in  this  program 
are  new  techniques  developed  to  handle  trauma, 
new  institutions  created  to  bring  care  to  its  vic- 
tims, and  community  action  programs  working 
to  improve  emergency  care  systems. 

March  11  — “Cancer:  The  Cell  That  Won’t 
Die” 

The  nation’s  second  largest  killer,  cancer  strikes 
one  out  of  every  four  Americans.  Over  60  per- 
cent of  people  afflicted  with  cancer  — excluding 
that  of  the  skin  — die  from  this  disease. 

Scientists  are  looking  at  the  environment,  at 
foods,  and  at  hereditary  dispositions  as  cancer- 
causing  factors.  They  are  stepping  up  the  search 
for  elusive  viruses  suspected  of  causing  certain 
human  tumors.  Patient  rehabilitation  is  sparking 
new  attention. 

This  program  looks  at  the  need  for  practicing 
physicians  to  know  about  who  the  experts  are; 
the  need  for  individuals  to  seek  means  of  early 
detection;  and  the  need  for  communities  to  look 
into  environmental  causes. 

THE  KILLERS  is  a production  of  WNET/13 
Science  Program  Group,  New  York,  and  is  trans- 
mitted nationally  by  PBS,  the  Public  Broadcast- 
ing Service. 
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ARIZONA  TOWN  HALL  FAVORS 
NATIONAL  HEALTH  INSURANCE  SYSTEM 

REPORT  OF 

TWENTY-THIRD  ARIZONA  TOWN  HALL 
Sponsored  By 
THE  ARIZONA  ACADEMY 
On  The  Subject 

"THE  COST  AND  DELIVERY  OF  HEALTH  CARE  IN  ARIZONA" 


More  than  a hundred  leaders  from  through- 
out the  state  tackled  the  subject  of  “The  Cost 
and  Delivery  of  Health  Care  in  Arizona”  during 
the  Twenty-third  Arizona  Town  Hall  at  Grand 
Canvon  in  October  1973.  It  is  apparent  that  they 
share  no  single  vision  of  the  optimum  health  care 
system,  or  even  how  to  pay  for  what  we  want. 
But  they  share  deep  concern,  and  their  hopes 
and  demands  are  broadly  sketched  in  this  re- 
port which  perhaps  is  better  understood  as  a 
guideline  rather  than  as  a definitive  statement. 
BACKGROUND  OF  CONCERN 
Legislative  suggestions  are  legion  in  the  field 
of  health  care.  The  vocabulary  is  complicated  — 


health  care  delivery  systems  — regional  plan- 
ning — perception  of  needs  — uniform  access 
and  availability.  Health  needs  are  even  more 
complicated. 

American  society,  out  of  a mixture  of  com- 
passion, responsibility  and  enlightened  self-inter- 
est, has  placed  a premium  on  health  care.  We 
lead  all  but  one  other  nation  in  the  share  of 
gross  national  product  allocated  to  such  care 
— in  1972  over  $83  billion  dollars.  We  want  and 
expect  treatment  of  health  problems  for  our- 
selves and  everyone  around  us  and,  in  fact, 
were  willing  to  pay  for  it. 
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RESPONSIBILITY  AND  THE 
QUALITY  OF  HEALTH  CARE 

Social  and  political  structures  exist  to  meet 
human  needs.  We  have  begun  to  judge  our 
health  care  system  more  harshly  — partly  out 
of  increased  awareness  of  what’s  available  and 
who’s  not  getting  it,  but  also  because  our  re- 
sources are  strained.  Inexorable  tides  of  demand 
for  care,  of  concerns  about  the  cost  of  care,  and 
of  responsibility  for  those  who  can’t  take  care 
of  themselves  are  rising  together. 

On  the  other  hand,  it’s  apparent  that  our 
resources  are  significant  and  that  the  problem 
of  providing  adequate  health  care  can  be  solved 
if  we  have  the  will  and  the  intelligence  to  do 
so.  But  the  problem  is  a collective  one  — a 
human  need  for  which  society  as  a whole  is 
responsible.  In  Arizona  that  responsibility  is  to 
make  sure  that  health  care  is  available  to  every- 
one, and  that  everyone  in  the  state  knows  about 
and  has  access  to  that  care. 

Resources  and  the  Consumer 

Panelists  conclude  that  the  specifics  of  alloca- 
tion of  financial  resources  are  primarily  the  re- 
sponsibility of  elected  officials.  Nevertheless,  in 
discussing  consumer  rights  and  responsibilities, 
panelists  are  uniform  in  deciding  that  the  con- 
sumer cannot  abandon  to  the  professional  the 
entire  subject  of  health  care  planning  or  evalua- 
tion. The  consumer  should  not  only  pay  to 
the  extent  of  his  ability,  but  also  participate  in 
the  planning  of  health  resources  including  in- 
surance programs  offered.  The  consumer  can’t 
exercise  this  right  and  can’t  meet  this  responsi- 
bility intelligently  or  effectively,  however,  un- 
less he  is  sufficiently  informed  about  health  care 
and  existing  health  care  systems  by  health  pro- 
fessionals. 

It  is  difficult  for  us  to  specify  the  level  of 
medical  care  which  should  be  guaranteed  by 
society,  whether  we  are  talking  about  preven- 
tive, curative  or  other  health  measures.  The  line 
between  “needs”  for  health  care  and  “demands” 
for  health  care  is  not  easy  to  draw.  We  are 
certain,  however,  that  the  basic  minimum  level 
of  health  care  guaranteed  by  society  should  be 
equal  for  all  its  members  and  should  achieve  a 
standard  of  quality  which  will  guarantee  that 
as  many  people  as  possible  are  returned  to  pro- 
ductive functions  and  that,  wherever  and  how- 
ever people  live,  they  are  assured  of  accessibility 
to  a standard  of  care  consistent  with  human 
dignity. 


As  panelists,  we  are  uncertain  of  how  reason- 
able levels  of  health  care  may  be  specified,  and, 
although  we  feel  that  professionals  in  the  health 
care  system  will  have  to  provide  underlying  basic 
standards  of  performance  and  availability,  those 
standards  must  be  continuously  reviewed.  Rec- 
ognizing costs  and  other  resource  limitations,  the 
underlying  consideration  will  have  to  be  basic 
human  needs. 

Consumers  must  retain  the  right  to  accept  or 
reject  proposed  care,  but  many  panelists  ques- 
tion whether  society’s  responsibility  continues 
for  people  who  have  consistently  failed  to  fol- 
low professional  advice. 

The  State’s  Role 

State  Government  has  an  obligation  to  provide 
access  to  a uniform  basic  level  of  comprehensive 
health  care  to  people  from  all  parts  of  the  state 
and  from  all  income  groups.  This  includes  a 
responsibility  for  the  handicapped,  emotionally 
disturbed,  elderly  and  the  medically  indigent 
as  well  as  the  geographically  isolated.  We  need 
a uniform  definition  of  “medically  indigent”  and 
we  need  to  identify  those  who  need  assistance 
in  finding  access  to  the  health  care  system.  All 
consumers  should  enter  the  health  care  system 
thru  the  same  door,  not  thru  one  marked  “rich,” 
another  marked  “middle  class”  and  another  mark- 
ed “poor”. 

Everyone  recognizes  the  importance  of  part- 
nership with  the  Federal  Government  in  financ- 
ing health  care.  Any  system,  to  encourage  opti- 
mum use  of  private  and  public  resources  and 
consumer  participation,  must  include  the  wid- 
est promulgation  of  educational,  motivational 
and  preventive  elements  for  health  care. 
Allocation  of  Health  Care  Resources 

Allocation  of  resources  plays  a significant  role 
in  health  care  availability.  Some  areas  in  Ari- 
zona have  limited  access  to  a comprehensive 
health  care  system.  In  other  areas  there  is  du- 
plication. We  need  incentives  for  doctors  to  lo- 
cate in  remote  areas,  innovative  procedures 
which  will  carry  a variety  of  health  care  serv- 
ices to  such  areas,  and,  in  many  instances,  meth- 
ods of  transportation  to  bring  the  residents  of 
rural  communities  into  the  larger  health  care 
centers.  States  should  foster  and  support  the 
use  of  technology  to  make  it  possible  for  an 
urban  physician  to  diagnose  a rural  patient. 
In  addition,  technological  advances  and  super- 
vised utilization  of  paramedicals  can  increase 
the  availability  of  health  care,  even  in  sparsely 
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populated  areas. 

A Unified  Health  Care  System 

Town  Hall  favors  the  trend  toward  a system 
of  care  in  which  the  governmental  and  private 
sectors  play  complementary  roles  in  a unified 
health  care  system  supported  financially  by  both 
the  public  and  private  sectors.  It  is  unlikely, 
however,  that  all  governmental  services  and  fa- 
cilities will  be  wholly  eliminated. 

The  Right  to  Die 

One  of  the  most  trying  topics  to  face  this 
Town  Hall  is  the  dilemma  of  the  terminally  ill. 
It  is  a dilemma  which  poses  the  question  of 
whether  it  is  the  process  of  living  or  the  process 
of  dying  which  is  being  prolonged.  While  we 
can  agree  that  no  effort  should  be  spared  where 
there  is  hope  of  recovery,  we  are  convinced  that 
it  is  neither  fair  nor  proper  to  leave  to  the  pro- 
fissionals  alone  whether  to  maintain  living  signs 
or  to  permit  the  process  of  death  without  inter- 
ference. The  question  is  one  which  mixes  tech- 
nology with  humanity.  Professional  judgments 
must  be  combined  with  ethical,  religious  and 
social  judgments  to  arrive  at  a conclusion.  An 
informed  patient,  if  feasible,  and  his  family  and 
the  doctor  must  play  concurrent  roles.  There  is 
a right  to  die  with  dignity.  Assistance  could  be 
given  by  legal  definitions  of  death  which  reflect 
advances  in  understanding  human  life. 
Ambulance  and  Other  Emergency  Services 

Town  Hall  not  only  believes  that  there  is  a 
public  responsibility  to  provide  emergency  serv- 
ices on  a broad  spectrum,  but  that  this  is  one 
area  in  which  we  need  and  can  utilize  increased 
planning,  coordination  and  communication. 
There  can  be  more  effective  use  of  existing  serv- 
ices. There  is  duplication  in  some  areas;  there 
are  parts  of  the  state  where  adequate  services 
are  not  available;  and  to  some  extent  there  is 
inappropriate  use  of  services. 

Ambulance  and  other  emergency  services  are 
an  integral  and  important  part  of  a total  health 
care  delivery  system.  So  that  the  emphasis  can 
be  changed  from  simply  transportation  to  initial 
constructive  treatment,  it  is  urged  that  all  neces- 
sary steps  be  taken  to  upgrade  the  effectiveness 
of  these  services.  Such  steps  might  include  enabl- 
ing legislation,  increased  personnel  training,  ade- 
quate standards  for  equipment  and  facilities  and 
communication  networks  between  mobile  units, 
dispatch  bases  and  emergency  rooms. 

Transfer  of  regulation  of  ambulance  services 
from  the  Corporation  Commission  to  the  State 


Department  of  Health  Services  is  recommended, 
and  we  support  the  necessary  constitutional 
amendment. 

REDEFINITION  OF  PROFESSIONAL 
ROLES  AND  HEALTH  FACILITIES 

Limitations  on  availability  of  medical  person- 
nel, particularly  doctors,  have  created  an  atmos- 
phere in  which  the  public  and  professional  mem- 
bers of  the  medical  community  are  looking  more 
carefully  at  the  use  of  paraprofessionals.  Con- 
sumers can  be  expected  to  respond  well  to  para- 
medical personnel  provided  there  are  restrictions 
on  types  of  service  performed  by  someone  other 
than  a physician.  The  medical  profession  has 
appropriate  concerns  about  the  responsibility  of 
the  physician  for  supervision  of  less  highly  train- 
ed personnel.  Their  mistakes  may  be  his  re- 
sponsibility. 

There  is  approval  of  use  of  nurse-practition- 
ers and  other  paraprofessionals  to  perform  rou- 
tine care  within  their  competence  and  subject 
to  supervision,  but  it  is  important  that  careful 
standards  be  established  and  that  there  be  wide 
promulgation  of  those  standards.  Underlying  the 
willingness  to  encourage  the  use  of  paraprofes- 
sionals is  the  basic  belief  that  we  want  more 
health  care  that  includes  a greater  degree  of 
personal  contact,  some  control  over  costs,  and 
some  freeing  of  physicians  for  the  roles  that  only 
they  can  play. 

Doctor  Shortage? 

Overspecialization  and  geographic  maldistri- 
bution of  doctors  do  exist.  There  is  a shortage  of 
primary  care  physicians.  There  is  sharp  division, 
however,  as  to  whether  there  is  or  will  be  an 
actual  shortage  of  doctors.  One  source  of  dif- 
ficulty in  assessing  physician  needs  within  the 
state  is  that  demands  for  health  care  are  continu- 
ally changing  and  resist  statistical  definition. 
At  the  same  time,  we  don’t  know  yet  what 
existing  plans  and  facilities  such  as  the  Univer- 
sity of  Arizona  Medical  School,  will  do  to  help 
meet  needs  as  we  see  them  today  and  as  we 
may  view  them  over  the  next  few  years. 

We  simply  do  not  have  the  full  answer  on 
how  to  meet  the  health  care  needs  in  outlying 
areas.  We  agree  that  combinations  of  technol- 
ogy, increased  education,  and  specific  incentives 
will  help.  We  think  local  communities  can  do 
more  to  attract  physicians  thru  creation  of  ade- 
quate facilities.  Both  local  communities  and  the 
state  can  provide  educational  incentives  such  as 
subsidies  to  be  repaid  by  physicians  going  to 


798  NOVEMBER  1973  • XXX  • 11 


remote  areas  after  completion  of  training. 
Systems  of  Education  and  Training 

Individuals  must  become  more  aware  of  how 
to  deal  with  their  own  health  problems,  of  how 
to  spot  problems  early  and  of  what  preventive 
measures  they  can  take.  A general  program  of 
education  of  the  public  and  increased  training 
for  all  segments  of  society  in  health  preservation 
and  promotion  should  have  the  effect  of  cutting 
medical  costs. 

We  think  hospital  patients  — the  sick  — have 
borne  too  great  a direct  cost  in  training  medical 
personnel,  including  interns  and  nurses.  Recog- 
nizing that  approximately  85%  of  today’s  med- 
ical students  specialize,  we  think  too  great  a 
burden  for  primary  care  is  placed  on  the  re- 
maining 15%.  Continuing  involvement  of  the 
public  in  determination  of  education  and  train- 
ing should  create  a more  responsive  system. 
Town  Hall  has  faced  and  rejects  the  concept  that 
standards  of  professional  expertise  should  be 
liberalized,  but  at  the  same  time  recognizes 
that  we  need  appropriate  categories  in  which 
personnel  are  licensed  to  provide  a variety  of 
levels  of  health  care.  The  effect  should  be  to 
increase  professional  services  without  lowering 
strict  standards  of  performance. 

Insurance 

Insurers  in  the  health  care  industry  should  be 
called  upon  to  provide  coverage  for  a greater 
number  of  categories  of  service.  If  a patient 
can  be  treated  outside  of  the  hospital  and  re- 
ceive reimbursement  under  his  insurance  plan, 
the  number  of  hospital  days  and  therefore  the 
over-all  cost  of  health  care  should  be  reduced. 
What  we  call  health  insurance  today  might  well 
be  characterized  as  sickness  insurance.  Greater 
emphasis  on  reimbursement  for  preventive  meas- 
ures might  well  have  the  effect  of  first  a health- 
ier society  and  secondly,  a reduction  in  overall 
costs  to  the  society. 

Remuneration  of  Doctors 

We  think  it  is  possible  to  have  quality  medi- 
cal care  service  whether  the  remuneration  of 
doctors  is  on  a fee-for-service,  salary,  or  other 
basis  and  that  the  health  delivery  system  should 
include  both.  Panelists  agree  that  high  costs  of 
health  care  treatment  sometimes  discourage  peo- 
ple from  seeking  necessary  medical  help. 

Access  to  the  System 

Arizona  should  develop  a comprehensive  pro- 
gram to  inform  the  public  of  the  capacities  and 
limitations  of  existing  health  services  and  to 


make  sure  everyone  knows  how  to  gain  access 
to  the  systems  of  care.  In  some  instances,  sys- 
tems are  not  sufficiently  responsive  to  special 
problems  such  as  those  of  the  handicapped  and 
the  elderly.  We  encourage  greater  participation 
from  the  media  in  presenting  to  all  segments  of 
society  what  is  available  and  how  to  use  it. 
Facilities  Management 

We  encourage  innovative  approaches  in  hos- 
pital management.  Placing  a number  of  health 
care  facilities  or  activities  under  one  manage- 
ment is  warranted  if  economies  in  operation  and/ 
or  improvement  in  quality  of  operation  are  ap- 
parent. However,  Town  Hall  is  divided  on 
whether  the  evidence  demonstrates  that  central- 
ized management  of  multiple  facilities  results  in 
economy.  Historical  identification  of  hospitals  in 
the  community  and  the  personal  relationship 
between  hospital  personnel  and  the  community 
are  important.  This  significant  element  must  be 
preserved  in  any  management  system. 

Major  steps  have  been  taken  to  avoid  dupli- 
cation of  costly  specialized  facilities  and  to  in- 
crease shared  services.  Legislative  efforts  and 
comprehensive  health  planning  in  our  commu- 
nities have  played  significant  roles.  More  can 
be  done  to  facilitate  the  movement  of  patients 
from  one  health  care  facility  to  another  when 
specialized  services  are  called  for.  Some  panel- 
ists are  concerned  about  duplication  of  tests 
and  procedures,  although  cognizant  that  this  has 
arisen  partially  in  response  to  the  liability  borne 
both  by  the  doctor  in  the  initial  diagnosis  and 
the  hospital  upon  admission  of  the  patient. 
Who  Should  Run  the  Hospitals? 

There  is  little  disagreement  among  panelists 
at  Town  Hall  that  the  professional  hospital  ad- 
ministrator must  continue  to  be  responsible  for 
the  day  to  day  operation  of  hospitals.  We  are 
more  concerned  with  the  present  make-up  of 
boards  of  directors  which  are  responsible  for 
making  hospital  policies.  There  are  two  para- 
mount concerns.  First,  there  should  be  a broad 
cross-section  of  the  community  represented  on 
each  such  board.  Secondly,  there  should  be  ade- 
quate turnover  of  board  members  to  assure  wide 
community  participation.  Physician  representa- 
tion in  policy  making  is  important. 

We  think  hospitals  and  their  boards  need 
consumer  participation.  We  are  concerned  about 
possible  conflicts  of  interest  and  about  respon- 
siveness to  community  needs  and  ideas.  We  are 
convinced  that  the  selection  of  board  members 
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should  give  rise  to  the  widest  possible  com- 
munity participation. 

Hospital  board  policy  should  be  made  public 
to  help  insure  accountability.  Community  health 
planning  organizations  can  provide  an  effective 
medium  for  encouraging  and  helping  to  recruit 
members  of  the  public  for  participation  on 
boards. 

Town  Hall  believes  that  most  hospital  admin- 
istrators are  adequately  trained  for  general  ad- 
ministration, but  we  see  the  need  for  specialists 
to  provide  a greater  depth  of  management,  par- 
ticularly in  the  areas  of  cost  controls  and  per- 
sonnel. In  addition,  in-service  training  and  up- 
dating would  be  beneficial. 

Cutting  Hospital  Costs 

We  are  convinced  that  too  many  people  are 
in  hospitals  for  too  long.  If  we  are  going  to  re- 
duce the  cost,  we  must  limit  hospital  usage  to 
patients  for  whom  hospitalization  is  essential; 
require  certification  procedures  for  hospital  ad- 
mission; change  existing  insurance  programs  so 
that  they  do  not  necessarily  require  hospitaliza- 
tion for  coverage;  have  a policy  of  discharge 
for  recuperative  phases  of  care;  make  alterna- 
tive facilities  available  for  simpler  procedures; 
cut  down  on  excessive  use  of  expensive  dispos- 
able materials;  and  educate  patients  on  what 
they  can  do  before  and  after  hospitalization 
and,  where  professionally  indicated,  what  they 
can  do  to  avoid  hospitalization. 

PLANNING  AND  REGULATION 

Any  attempt  to  utilize  diverse  health  care 
assets  and  facilities  and  to  match  them  with 
equally  diverse  needs  and  financial  resources 
leads  to  consideration  of  devices  for  planning, 
coordination,  and  regulation.  These  devices  must 
incorporate  efficient  use  of  the  existing  systems 
and  resources.  Some  governmental  involvement 
appears  inevitable.  The  voluntary  nature  of  our 
health  care  system  has  been  one  of  its  primary 
strengths.  Accordingly,  we  think  those  attitudes 
and  measures  which  stress,  invite  and  even  re- 
quire cooperation  are  of  primary  importance. 
We  already  have  some  measure  of  centralized 
control  — the  Legislature  has  enacted  require- 
ments for  increased  coordination  particularly 
in  the  area  of  rate  review. 

In  keeping  with  our  conviction  that  planning 
at  local  levels  rather  than  Federal  is  important, 
we  favor  the  strengthening  of  existing  systems 
of  consumer,  provider,  payer  and  politician  in  a 
“health  trusteeship”  to  establish  — a format  for 


assessing  statewide  health  needs  — a method  to 
review  facilities  and  performance  — a certifica- 
tion of  facilities  and  services  — and  priorities  and 
innovative  methods  of  satisfying  established 
needs.  Every  aspect  of  consumer  participation 
is  important.  Industry  participation  can  be  par- 
ticularly effective. 

Participants  react  favorably  to  such  programs 
as  Professional  Standards  Review  Organization 
and  Certified  Hospital  Admissions  Program;  but, 
in  the  final  analysis,  we  are  unwilling  to  sub- 
ject ourselves  or  our  institutions  to  unreasonable 
and  distant  governmental  controls.  We  are  an- 
xious that  the  political  subdivision  closest  to  the 
consumer  and  most  accessible  to  him  play  a con- 
tinuing role  in  whatever  governmental  regula- 
tion or  planning  takes  place. 

Who  Plans? 

Mobility  of  the  population  of  this  country  and 
the  diversity  of  needs  throughout  the  nation  al- 
most dictate  that  there  be  a national  policy  to 
prevent  duplication  or  deprivation  of  health 
benefits,  to  incorporate  national  objectives,  and 
to  provide  broad  guidelines  consistent  with  na- 
tional public  policy.  These  can  be  coupled  with 
Federal  dollars  and  funding  which  encourage 
implementation  of  an  effective  national  health 
policy.  But  we  think  that  the  Federal  role  should 
not  extend  directly  into  the  delivery  system. 
Some  of  the  same  comments  apply  with  respect 
to  the  role  to  be  played  by  the  State  of  Arizona. 
We  need  a State  health  plan,  but  we  are  aware 
that  local  governments  and  health  planning  or- 
ganizations are  appropriate  and  essential  partici- 
pants in  the  decision-making  process,  particu- 
larly with  respect  to  diverse  needs  and  what 
methods  may  be  effective  to  meet  them.  We 
might  summarized  our  thinking  as  follows:  We 
favor  cooperative  State  and  local  planning  and 
implementation.  We  are  agreed  that  a pluralis- 
tic system  of  financing,  including  all  levels  of 
government  as  well  as  the  private  sector,  is  es- 
sential. 

Hospitals  — Public  or  Private? 

In  one  way  or  another,  most  of  us  view  hos- 
pitals in  our  communities  as  a public  trust,  but 
we  are  not  in  favor  of  making  them  regulated 
public  utilities.  We  believe  that  there  is  room 
for  the  existence  of  both  non-profit  and  proprie- 
tary hospitals  in  the  community  in  that  they  do 
provide  reasonable  choice  to  both  the  practicing 
physician  and  the  consumer. 

Cost  efficiencies  are  particularly  important  as 
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we  simply  do  not  have  funds  sufficient  for  all 
needs.  We  need  incentives  for  hospital  manage- 
ment to  be  more  efficient.  Unlike  other  indus- 
tries, however,  competition  does  not  appear  to 
to  be  relevant  in  the  hospital  field,  largely  be- 
cause standards  of  care  should  not  be  related 
to  profit.  In  fact,  the  specialized  services  need- 
ed in  a community  are  left  almost  untouched  by 
the  proprietary  hospital  which  tends  to  concen- 
trate on  lower  cost  general  services,  somewhat 
to  the  detriment  of  a comprehensive  hospital 
care  system.  Misgivings  about  conflicts  of  in- 
terest and  the  appropriateness  of  profit  motive 
in  proprietary  hospitals  were  expressed  by  many 
panelists. 

In  the  final  analysis,  our  gravest  concern  about 
hospitals  is  the  quality  of  care  which  they  ren- 
der. Rate  regulation  and  review  already  are 
under  study  and  in  some  cases  have  been  im- 
plemented. There  is  limited  regulation  of  qual- 
ity. We  are  aware  of  the  difficulty  in  effecting 
quality  regulation,  but  House  Bill  2004,  when 
implemented,  will  help  in  this  regard. 

Say  Goodbye  to  County  Operated  Hospitals 
and  Nursing  Homes 

County  operated  hospitals  and  nursing  homes 
may  have  provided  many  advantages  in  costs 
savings  to  taxpayers  in  the  past,  but  we  deem 
such  operation  of  those  facilities  to  be  incon- 
sistent with  the  concept  of  a single  health  care 
standard.  We  believe  the  goal  should  be  to 
avoid  forms  of  hospitalization  which  segregate 
patients  on  economic  lines.  In  short,  do  away 
with  the  county  operated  hospital  and  nursing 
home  by  definition.  Make  them  community  fa- 
cilities. Admit  patients,  rich  or  poor,  where  they 
can  be  treated  and  most  effectively  cared  for. 
If  a patient  cannot  pay  for  needed  hospitaliza- 
tion, then  he  must  be  subsidized  by  the  com- 
munity at  large. 

House  Bill  15 

House  Bill  15,  enacted  by  the  Thirtieth  Legis- 
lature, is  designed  to  provide  for  certification  of 
needs,  review  and  disclosure  of  rates  and  charges, 
and  regulation  of  health  care  institutions  in  the 
areas  of  licensing  in  quality  control.  It  does  not 
dictate  rate  setting  or  expenditure  limitations 
but  initiates  a process  of  review  to  be  carried 
out  by  local  health  planning  councils.  It  con- 
templates that  rates  will  not  be  raised  and  new 
facilities  will  not  be  built  without  a certification 
of  need  at  the  local  level.  The  Act  does  not  cover 
and  should  be  expanded  to  include  all  health 


care  facilities.  Its  provisions  on  public  disclo- 
sure of  rates  and  costs  are  not  fully  effective. 
Nevertheless,  the  effect  of  the  law  has  been 
generally  good  in  tightening  coordination  and 
planning,  and  dampening  increased  rates  and 
unnecessary  expansion  and  in  increasing  coopera- 
tion and  coordination  among  participants  in  the 
health  delivery  system. 

The  Town  Hall  agrees  with  the  administrators 
who  already  have  dealt  with  the  requirements 
of  the  law  that  the  regulations  are  entirely  too 
cumbersome.  Some  community  health  planning 
organizations  would  appreciate  general  guide- 
lines for  their  deliberations  with  respect  to  cer- 
tification of  needs  for  facilities.  Panelists  empha- 
sized the  need  for  basic  financing  to  imple- 
ment the  procedures.  There  is  widespread  dis- 
satisfaction with  the  delays  in  obtaining  required 
review.  Present  requirements  to  have  even  minor 
expenditures  approved  should  be  liberalized. 
Standards  of  Medical  Practice 

Town  Hall  believes  that  the  medical  profes- 
sion should  do  more  to  protect  consumers  against 
unethical  practices,  over-charging  and  lack  of 
expertise.  They  heartily  recommend  the  expan- 
sion of  peer  group  review  beyond  the  hospitals 
where  it  now  exists  to  the  greater  area  of  prac- 
tice outside  the  hospitals.  Making  this  sugges- 
tion, we  couple  it  with  the  acknowledgment  that 
legislation  may  be  necessary  to  provide  ade- 
quate personal  immunity  for  reviewing  physi- 
cians so  that  they  are  not  subject  to  litigation 
as  a result  of  their  participation  in  such  review. 
We  are  concerned  about  overcharging,  but  to 
some  extent  the  consumer  and  the  insurer  are 
best  able  to  apply  persuasion  in  this  area. 

Arizona  Plan  for  Health  Services 

State  legislation  in  1971  directed  the  Arizona 
Health  Planning  Authority  to  collaborate  with 
the  College  of  Medicine  and  local  health  plan- 
ning agencies  to  prepare  a plan  to  enable  all 
Arizonans  to  obtain  health  services  “appropriate 
to  defined  needs  and  accessible  both  physically 
and  financially.”  The  first  report  is  out  and  was 
discussed  by  Town  Hall.  The  Plan  contemplates 
comprehensive  insurance  available  to  all  Ari- 
zonans. All  participants  most  familiar  with  the 
Plan  stressed  that  the  first  report  is  not  intended 
as  a definitive  statement  but  it  is  a beginning 
for  constructive  change.  Even  though  most  panel- 
ists were  reluctant  to  discuss  any  final  position 
with  respect  to  the  Plan,  it  is  evident  that  the 
kind  of  analysis,  coordination  and  innovation 
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presented  by  the  Plan  and  by  the  problems  to 
which  it  is  responsive  are  to  be  encouraged  and 
commended. 

We  urge  the  Health  Planning  Authority  to 
make  sure  that  in  its  establishment  of  the  re- 
gional concept  it  pays  adequate  attention  to 
effective  natural  patterns  of  health  care  which 
have  evolved  over  many  years  and  to  the  realities 
of  distance,  costs  and  needs  implicit  in  the 
urban-rural  dichotomy  of  Arizona’s  residents. 
One  failing  of  the  Plan  may  be  that  it  is  limited 
in  its  recognition  of  the  contribution  to  be  made 
by  voluntary  health  agencies.  For  border  resi- 
dents, coordination  with  other  states  may  be 
appropriate. 

The  Role  of  Medical  Education  in  Arizona 

We  share  with  Arizona’s  Medical  School  its 
view  that  the  responsibility  and  role  of  the 
School  is  broader  than  that  of  an  educational 
facility  devoted  solely  to  the  traditional  concepts 
of  educating  doctors  for  the  practice  of  medi- 
cine wherever  and  however  they  choose.  The 
Arizona  Board  of  Regents  has  a positive  respon- 
sibility to  respond  to  the  over-all  health  needs 
of  this  state;  to  operate  a health  service  train- 
ing center  for  all  types  of  health  service  per- 
sonnel; to  establish  and  maintain  standards  for 
physicians  and  allied  personnel;  to  provide  impe- 
tus for  new  research  and  application  of  innova- 
tive programs;  and  to  assume  the  responsibility 
for  post-graduate  education  of  doctors.  In  this 
final  category,  the  burdens  — financial  and  tech- 
nical — for  training  interns  and  residents  are  the 
responsibility  of  the  State  to  be  implemented 
through  the  Medical  School  and  should  be  lifted 
from  the  hospitals  where  the  sick  bear  the  cost. 

We  are  greatly  concerned  about  the  limited 
number  of  physicians  practicing  family  medicine. 
The  Medical  School  must  take  positive  steps  to 
graduate  more  general  practitioners;  to  admit 
more  students  from  minority  groups;  and  to  in- 
crease the  number  of  students  who  have  come 
from  and  might  return  to  our  small  communi- 
ties. In  short,  the  University  of  Arizona  Medical 
School  is  to  be  commended  as  conceiving  its  role 
and  operating  as  an  educational  institution  as 
well  as  an  important  part  of  the  total  health 
care  system  in  this  state. 

Modem  Technology  and  Health  Care 

There  is  a great  potential  for  application  of 
modern  technology  and  organizational  skills  to 
improve  health  care.  One  example  is  use  of  com- 
puter systems  in  planning,  diagnosis  and  record- 


keeping — another  the  application  of  space  tech- 
nology to  health  problems.  In  stressing  legisla- 
tion already  introduced  with  respect  to  a state- 
wide health  information  center  for  demographic 
data,  comment  was  made  that  the  use  of  com- 
puters and  data  banks  can  and  must  be  accom- 
panied by  satisfactory  standards  of  confidential- 
ity. 

FINANCING  AND  PROVIDING 
FOR  HEALTH  CARE 

Health  Insurance  Programs 

Our  society  has  decided  that  a comprehensive 
system  of  health  care  is  essential.  There  is  a con- 
sensus that  we  cannot  limit  our  search  for  finan- 
cial support  to  any  one  resource  — the  price 
is  too  high,  the  need  too  great.  We  favor  a na- 
tional health  insurance  system  in  partnership 
with  private  carriers  and  a comprehensive  State 
program.  At  the  same  time,  the  State  should 
retain  maximum  flexibility  to  plan  and  provide 
for  delivery  of  health  care  services.  While  panel- 
ists noted  that  Federal  funds  will  bring  with 
them  some  Federal  controls,  the  State  simply 
cannot  reject  Federal  financing.  The  foregoing 
commentary  on  financing  of  health  care  is  not 
an  endorsement  of  the  existing  delivery  system 
but  accepts  the  concept  that  it  will  be  neces- 
sary to  provide  additional  funding  before  we 
can  provide  additional  service. 

Notwithstanding  the  mobility  of  today’s  popu- 
lation, Town  Hall  rejects  a federally  operated 
delivery  system  of  health  care.  This  should  be 
sharply  distinguished,  however,  from  the  neces- 
sity to  provide  availability  of  health  care  to 
people  wherever  they  live  and  without  regard 
to  residency  requirements.  Accordingly,  it  is  es- 
sential that  there  be  sufficient  coordination 
among  health  plans  and  ease  of  transfer  for  a 
consumer  from  one  plan  and  one  area  to  an- 
other. We  believe  a national  health  insurance 
program  consistent  with  these  concepts  can  be 
developed. 

Providing  for  Catastrophic  Illness 

We  believe  that  insurance  against  the  costs 
of  catastrophic  illness  must  be  available  to  every 
American  regardless  of  ability  to  pay.  If  the  indi- 
vidual cannot  pay  for  such  insurance,  and  if  an 
employer  does  not,  society  must.  If  there  is  not 
an  adequate  Federal  program,  Arizona  must  sup- 
ply its  own.  Many  panelists  noted  that  if  the 
definition  of  what  is  catastrophic  is  carefully 
drawn,  the  costs  of  such  a program  should  not 
be  excessive.  Such  coverage  should  be  a part  of 
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comprehensive  health  insurance. 

Providing  for  the  Elderly  and 
Other  Special  Groups 

An  adequate  health  delivery  system,  while  it 
must  be  responsive  to  the  needs  of  all  segments 
of  society,  should  not  over-emphasize  any  one 
sector.  Nevertheless,  there  are  unique  problems, 
such  as  those  of  the  elderly.  In  meeting 
their  needs,  the  human  aspiration  to  remain  in- 
dependent and  avoid  institutionalization  is  not 
only  important  for  the  individual  but  less  costly 
for  society.  Therefore,  there  should  be  alternate 
and  supplementary  programs  of  health  care  serv- 
ices to  meet  specialized  needs. 

Health  Maintenance  Organizations 

In  reviewing  Health  Maintenance  Organiza- 
tions (HMO’s),  we  are  favorably  impressed  with 
their  over-all  potential.  HMO’s:  permit  the  con- 
sumer to  budget  for  health  care;  provide  ease  of 
access  and  referral  and  a better  continuum  of 
service;  provide  twenty-four-hour  service;  have 
good  peer  review  programs;  avoid  the  red  tape 
of  insurance  claims;  offer  economies  of  mass 
purchasing  — for  example  prescription  drugs 
and  a comprehensive  spectrum  of  services,  and 
have  a strong  incentive  to  practice  preventative 
medicine  to  keep  the  consumer  healthy.  We  en- 
courage inclusion  of  HMO’s  in  the  health  care 
delivery  system. 

Comprehensive  Insurance  Coverage 

In  addition  to  coverage  of  traditional  health 
problems,  insurance  should  be  extended  within 
fiscal  limitations  so  that  health  care  ( in  all  types 
of  plans)  will  include  such  matters  as  health 
maintenance,  dental  care,  hearing  problems, 
sight  problems,  mental  illness,  and  other  similar 
conditions.  This  list  should  not  be  deemed  to 
establish  priorities  or  to  be  exclusive.  Town  Hall 
suggests  that  the  Legislature  should  require 
the  State  Insurance  Commissioner  to  establish 
a standard  base  health  insurance  contract  read- 
ily understandable  by  the  layman  for  use  in  Ari- 
zona. There  is  a danger  of  runaway  costs,  oc- 
casioned in  part  by  unnecessary  medical  serv- 
ices and  procedures  which  must  be  monitored 
and  guarded  against.  Overuse  and  misuse  of  in- 
surance continue  to  be  a problem. 

All  of  us  have  been  too  willing  to  leave  plan- 
ning of  insurance  coverage  to  the  professionals. 
There  simply  isn’t  enough  consumer  impact. 
Most  panelists  think  that  if  the  patient,  as  a co- 
insurer, pays  part  of  the  cost,  overuse  will  be 
discouraged. 


Long  Term  Capital  Financing 

Interest  expense  has  become  an  increasingly 
large  burden  on  the  patient  and  has  strained 
the  limited  capital  resources  of  the  hospital. 

Therefore,  it  is  strongly  recommended  that 
the  Arizona  Legislature  modify  existing  county 
bonding  authority  provisions  for  the  issuance  of 
tax-exempt  bonds  to  include  hospitals  and  other 
health  care  facilities  and/or  reconsider  legisla- 
tion introduced  last  year  calling  for  the  crea- 
tion of  a state-wide  hospital  and/or  health  facili- 
ties bonding  authority  for  that  purpose. 

Threat  of  Malpractice  Claims  — 

Effect  on  Health  Costs 

The  threat  of  malpractice  claims  is  a direct 
and  identifiable  factor  increasing  the  cost  of 
health  care.  One  part  is  the  cost  of  maintain- 
ing malpractice  insurance  — another  the  physi- 
cians’ tendency  to  be  overcautious  in  treatment 
and  diagnosis  and  to  overprescribe  tests  and 
hospitalization  to  guard  against  a later  claim  of 
malpractice.  There  are  many  potentials  for  re- 
ducing these  costs  such  as  increased  use  of 
medical-legel  panels  to  screen  possible  claims; 
compulsory  arbitration  of  claims;  limitation  of 
legal  fees;  establishment  of  treatment  standards 
against  which  conduct  can  be  measured;  and 
elimination  of  chronic  problem  physicians  from 
the  profession.  There  is  difficulty  in  applying 
to  the  medical  field  any  concept  of  no-fault 
insurance.  While  applicable  in  some  instances, 
there  may  or  may  not  be  an  identifiable  insur- 
able event  in  the  medical  malpractice  area. 

MEDICAID  — What  Happened? 

Medicaid  is  a Federal-State  partnership  pro- 
gram for  cost  participation  in  providing  certain 
basic  medical  services  to  the  indigent.  Arizona 
is  the  only  state  which  has  not  incorporated 
Medicaid  in  its  health  care  system.  The  Six- 
teenth Arizona  Town  Hall  urged  the  Legislature 
to  enact  careful  and  meaningful  participation. 

There  have  been  significant  problems  for 
Arizona.  Medicaid  requires  that  each  state  as- 
sume the  cost  burdens  for  resident  Indians. 
Certain  medical  coverage  presently  provided  by 
the  counties  is  not  included  under  Medcaid. 
Until  recently  Arizona  was  unable  to  predict 
costs  accurately.  These  problems  now  appear 
soluble  and  we  urge  the  Legislature,  as  a part 
of  the  total  health  care  delivery  system  for  this 
State,  to  become  a partner  with  the  Federal 
Government  in  Medicaid. 
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In  Memoriam 


JOHN  T.  (Peter)  HAYWARD-BUTT 
B.A.  Camb.;  M.R.C.S.,  D.A.,  F.F.A.C.R.S. 
1911-1973 


Dr.  Hayward-Butt  was  bom  in  South  Africa, 
the  son  of  a pioneer  industrial  mining  physician 
in  Johannesburg.  He  was  educated  at  Chelten- 
ham College,  Cambridge  University  (1938)  and 
completed  his  medical  work  at  St.  Bartholomews 
Hospital  (Old  Bart)  in  London  where  he  received 
his  M.B.C.H.B.  After  the  war  he  returned  to 
Cambridge  for  post-graduate  work  and  received 
his  Master  of  Arts  in  1945. 

Very  soon  after  finishing  his  medical  require- 
ments WW  II  occupied  his  time  from  1939  to 
1945.  He  first  served  with  the  Royal  Marine 
Commandos  and  later  with  the  Royal  Navy  on 
an  aircraft  carrier  in  the  Pacific.  Some  may  recall 
that  these  Commandos  were  a special  unit  or- 
ganized at  the  behest  of  Winston  Churchill  to 
undertake  impossible  missions.  Peter  never  dwelt 
much  upon  these  experiences  but  over  a period 
of  years  some  of  the  excitement  of  those  days 
was  recalled.  There  are  still  nurses  and  other 
attendants  in  the  local  hospitals  in  Phoenix  who 
are  aware  of  the  rather  bad  experience  they  may 
have  had  if  they  tried  to  shake  Dr.  Hayward- 
Butt  awake  as  he  waited  for  another  case.  The 
instructions  always  were  to  pull  his  toe,  in  fact 
some  of  the  doctors  lounges  displayed  notices  to 
that  effect.  The  background  is  that  in  their  rig- 
orous training  the  Commandos  were  warned 
that  if  they  were  ever  shaken  awake  this  meant 
an  enemy  and  he  was  to  be  throttled  immediate- 
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ly.  So  they  always  slept  in  groups  of  at  least 
two  men  and  one  of  the  other  was  given  the 
string  attached  to  the  others  toe,  and  that  was 
the  only  way  in  which  they  were  to  be  awakened 
peacefully.  This  conditioned  reflex  must  have 
been  well  implanted  in  that  special  training  be- 
cause Peter  reacted  rather  violently  to  those 
unsuspecting  attendants  who  shook  him  and 
didn’t  pluck  his  toe.  Some  incidents  and  missions 
of  the  Royal  Marine  Commandos  were  discussed 
so  dispassionately  by  Peter  that  one  cannot  be 
sure  whether  he  was  actually  on  the  mission  or 
not,  but  the  following  incident  is  in  character. 
Intelligence  reports  indicated  that  a radio  station 
on  Iceland  was  giving  accurate  data  on  allied 
convoys  using  the  North  Atlantic  run  and  Nazi 
submarine  packs  were  playing  havoc  with  con- 
voys. Orders  came  down  for  the  Commandos  to 
locate  and  destroy  the  radio  transmitter  in  Ice- 
land. It  turned  out  to  be  in  the  German  Consul’s 
dwelling.  Landing  from  submarines  the  raiders 
avoided  all  guards,  perhaps  trussing  up  a few 
or  giving  them  a period  of  amnesia,  at  any  rate 
the  Geramn  Consul  was  first  aware  of  their 
presence  when  he  looked  around  his  bedroom 
and  saw  them  standing  quietly  waiting  for  he 
and  his  Frau  to  complete  their  intimacy.  As  you 
can  imagine  the  Frau  grabbed  a sheet  and  re- 
treated to  the  latrine.  One  raider  suspected 
something  was  burning  other  than  the  lady’s 
pride,  as  smoked  oozed  out  over  the  transom  of 
the  bathroom  door.  Smashing  down  the  door, 
he  recovered  the  German  secret  code  before  it 
was  destroyed. 

After  WW  II  he  did  post-graduate  work  at 


Cambridge  and  returned  to  Durbin,  South  Africa 
where  he  practiced  and  was  a senior  lecturer  in 
anesthesia  at  Natal  University  Medical  School. 

In  1947  he  perfected  a “Pocket  Inhaler”  which 
was  loaded  with  tulene  and  was  to  be  used  for 
short  term  anesthesia,  could  even  be  administered 
by  the  patient  himself.  It  was  evolved  for  “the 
use  of  Commandos,  air,  naval  and  tank  crews, 
and  ambulance  personnel.” 

In  1955  he  announced  a new  combination  of 
drugs  using  Pethidine  - Daptoyal  - Poctotal,  in 
which  he  proposed  that  this  combination  pro- 
duced an  analgesia  very  helpful  in  various  situa- 
tions including  childbirth.  In  fact  there  is  a news 
item  stating  that  the  then  Princess  Elizabeth  was 
to  have  this  used  for  birth  of  one  of  her  children. 

He  removed  his  practice  from  South  Africa  to 
the  University  of  Iowa  in  1958  and  two  years 
later  settled  in  Phoenix. 

About  three  years  ago  he  accepted  an  appoint- 
ment as  assistant  Professor  of  Anesthesiology  at 
the  University  of  Chicago  but  this  was  cut  short 
first  by  a mild  coronary  and  then  by  a lung 
malignancy. 

Peter,  to  many  of  us,  exemplified  that  prag- 
matic, perpatetic  man  of  English  origin  and 
deportment;  whose  integrity  and  loyalty  to 
friends  stood  as  firm  as  “The  Tower.”  He  met 
“slings  and  arrows,”  which  seemed  often  pro- 
pelled against  him,  with  surprise  attention  and 
a righteous  outrage  or  with  utter  contempt.  He 
bore  accomplishment  and  adversity  with  equa- 
nimity. 

To  his  dear  wife,  Diana  and  three  children, 
our  sincere  sympathy. 
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ArMA  Reports 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 


FINANCE  COMMITTEE 

The  meeting  of  the  Finance  Committee  of  the  Arizona 
Medical  Association,  Inc.,  held  at  810  W.  Bethany  Home 
Road,  Phoenix,  Arizona,  Sunday,  September  9,  1973, 
convened  at  10:08  a.m.,  Richard  L.  Dexter,  M.D.,  Treas- 
urer and  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  January  20,  1973, 
were  approved  as  distributed. 

DUES  COLLECTION 
REIMBURSEMENT  FEE 

Letters  dated  4/13/73  and  4/26/73  from  Maricopa 
County  Medical  Society  dealing  with  the  problems  and 
expenses  relating  to  collecting  annual  dues  were  dis- 
cussed in  depth,  followed  by  these  two  motions: 

IT  WAS  MOVED  AND  CARRIED  TO  RECOM- 
MEND TO  THE  BOARD  OF  DIRECTORS  THAT 
THEY  PAY,  ON  AN  ANNUAL  BASIS,  TO  THE 
VARIOUS  COUNTY  MEDICAL  SOCIETIES  RE- 
QUESTING SAME,  THOSE  FEES  RECEIVED  FROM 
AMA  (CURRENTLY  1%)  WHICH  ARE  DESIGNATED 
FOR  THAT  PURPOSE.  SAID  DISTRIBUTION  TO 
BE  MADE  ON  THE  BASIS  OF  THE  AMOUNT  OF 
AMA  DUES  COLLECTED  AND  FORWARDED 
THROUGH  ArMA  EACH  YEAR. 

IT  WAS  MOVED  AND  CARRIED  TO  RECOM- 
MEND TO  THE  BOARD  OF  DIRECTORS  THAT  A 
FEE  BE  PAID  TO  EACH  COUNTY  MEDICAL  SO- 
CIETY REQUESTING  IT,  TO  COMPENSATE  FOR 
COLLECTING  AND  FORWARDING  ASSOCIATION 
DUES.  THE  FEE  IS  TO  BE  1%  OF  THE  ASSOCIA- 
TION DUES  COLLECTED,  AND  WILL  BE  PAID 
ANUUALLY. 

BUDGET  ADJUSTMENT  REQUESTS 

IT  WAS  MOVED  AND  CARRIED  TO  APPROVE 
THE  FOLLOWING  1973  BUDGET  ADJUSTMENTS. 
(ALL  HAD  BEEN  PREVIOUSLY  APPROVED  BY 
THE  BOARD  OF  DIRECTORS,  SUBJECT  TO  CON- 
CURRENCE OF  THE  FINANCE  COMMITTEE.) 

Public  Relations  Committee  $4,375.00 

Ad  Hoc  Blue  Shield  Blue  Ribbon 

Committee  — Adjusted  to  500.00 

Ad  Hoc  Committee  on  Maternal  and 

Child  Care  300.00 

Ad  Hoc  Intern  & Resident  Membership 

Committee  300.00 

INTERN  OR  RESIDENT  ATTENDING 
AMA  MEETINGS 

The  Committee  considered  the  action  of  the  Board 
of  Directors  providing  for  sending  one  intern  or  resident 
to  AMA  meetings. 

IT  WAS  MOVED  AND  CARRIED  TO  FINANCE 


THE  EXPENSE  OF  AN  INTERN  OR  RESIDENT  (TO 
BE  CHOSEN  BY  THE  EXECUTIVE  COMMITTEE) 
ON  THE  SAME  BASIS  AS  WE  PAY  FOR  OTHER 
OFFICIAL  REPRESENTATIVES,  SUCH  AS  DELE- 
GATES AND  ALTERNATE  DELEGATES,  TO  THESE 
MEETINGS. 

EMPLOYEE  SALARIES 

Mr.  Robinson  reviewed  the  existing  policy  relating  to 
employee  compensation  pointing  out  that  over  the  past 
years  increments  have  been  based  on  merit  and  longevi- 
ty, which  historically  had  kept  our  employee  salaries 
competitive  with  other  major  employers  for  similar  job 
classifications.  He  pointed  out  that  this  is  no  longer 
true.  That  due  to  the  marked  increase  in  the  consumer 
price  index  from  119.2%  to  132.7%  during  the  past 
three  years,  we  find  Association  salaries  13%  to  21% 
below  what  is  being  paid  by  other  major  employers  for 
the  same  classifications. 

IT  WAS  MOVD  AND  CARRIED  TO  RECOMMEND 
TO  THE  BOARD  OF  DIRECTORS  A ONE  TIME  10% 
COST  OF  LIVING  SALARY  INCREASE  FOR  ASSO- 
CIATION EMPLOYEES  EFFECTIVE  10/1/73. 

EMPLOYEE  HEALTH  INSURANCE 
COVERAGE 

The  current  policy  relating  to  health  insurance  cover- 
age for  employees  was  reviewed.  It  was  determined  to 
make  no  change  in  the  policies  at  this  time. 

Meeting  adjourned  11:56  a.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


EXECUTIVE  COMMITTEE 

Meeting  of  the  Executive  Committee  of  the  Arizona 
Medical  Association,  Inc.,  held  at  810  West  Bethany 
Home  Road,  Phoenix,  Arizona,  on  Saturday,  September 
15,  1973,  a quorum  being  present,  convened  at  3:04 
p.m.,  Philip  E.  Dew,  M.D.,  President  and  Chairman 
presiding. 

MINUTES 

Minutes  of  the  meeting  held  May  19,  1973,  were 
approved  as  distributed. 

NATIONAL  HEALTH  SERVICE  CORPS 

Agenda  item  10B  of  the  Board  of  Directors  meeting 
scheduled  for  9/16/73  dealing  with  the  matter  of  plac- 
ing a National  Health  Service  Corps  physician  in  the 
Gila  Bend  community  was  discussed. 

Dermont  W.  Melick,  M.D.,  Coordinator  of  the  Arizona 
Regional  Medical  Program  and  Mr.  Birchfield,  Gila 
Bend  motel  owner  and  member  of  the  City  Council, 
testified  as  to  the  medical  manpower  needs  in  Gila  Bend. 

IT  WAS  MOVED  AND  CARRIED  THAT  THE  EX- 
ECUTIVE COMMITTEE  RECOMMEND  TO  THE 


806  NOVEMBER  1973  • XXX  • 11 


BOARD  OF  DIRECTORS  THAT  THEY  ENDORSE 
THE  APPLICATION  FOR  A NATIONAL  HEALTH 
INSURANCE  CORPS  PHYSICIAN  FOR  GILA  BEND, 
ARIZONA. 

BOARD  OF  MEDICAL  EXAMINERS 

Glen  Walker,  M.D.,  appeared  before  the  committee  to 
express  his  concern  regarding  certain  recent  actions  taken 
relating  to  a Pinal  County  physician.  RECEIVED. 

INTERN  OR  RESIDENT  ATTENDING 
AMA  MEETINGS 

Following  the  Board  of  Directors’  direction  that  the 
Executive  Committee  should  determine  the  Intern  or 
Resident  who  is  to  attend  AMA  meetings  at  Association 
expense,  they  designated  Lee  Fischer,  M.D.  to  attend 
the  Anaheim  meeting  in  December,  1973,  and  James 
Evers,  M.D.,  to  attend  the  Chicago  meeting  in  June, 
1974. 

MEDICAL-LEGAL  PANEL  EVALUATION 

William  R.  Myers,  M.D.’s  letter  of  July  24,  1973 
pointing  up  a need  to  evaluate  the  effectiveness  of 
medical-legal  panels  was  reviewed. 

IT  WAS  MOVED  AND  CARRIED  TO  REFER  THIS 
MATTER  TO  THE  MEDICAL  ECONOMICS  COM- 
MITTEE FOR  REVIEW. 

ArMA-ArHA  LIAISON 

Dr.  Dew  presented  the  idea  of  increasing  liaison  with 
the  ArHA  by  having  the  president  and  executive  direc- 
tor of  each  organization  attend  the  Board  of  Directors 
meeting  of  the  other  organization. 

IT  WAS  MOVED  AND  CARRIED  TO  RECOM- 
MEND TO  THE  BOARD  OF  DIRECTORS  THAT 
THIS  PROGRAM  BE  IMPLEMENTED. 

BOARD  OF  DIRECTORS 
MEETING  9/16/73 

The  committee  reviewed  the  Board  of  Directors  agen- 
da for  9/16/73  and  made  various  suggestions  for  rec- 
ommendations to  the  Board. 

Meeting  adjourned  5:25  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


BOARD  OF  DIRECTORS 

The  meeting  of  the  Board  of  Directors  of  the  Arizona 
Medical  Association,  Inc.,  held  at  810  West  Bethany 
Home  Road,  Phoenix,  Arizona,  Sunday,  September  16, 
1973,  a quorum  being  present,  convened  at  10:03  a.m., 
Philip  E.  Dew,  M.D.,  President  and  Chairman,  presiding. 

WELCOME 

Dr.  Dew  extended  a welcome  to  the  county  medical 
society  presidents  and  the  various  guests.  Edwin  Smith 
gave  the  invocation. 

MINUTES 

The  minutes  of  the  meeting  of  July  22,  1973  were 
approved  as  distributed. 

MEDICAID  ADVISORY  COMMITTEE 

Physician  Participation 

Merlin  K.  DuVal,  M.D.,  reported  on  the  activities  of 
the  Medicaid  Advisory  Committee  which  w&s  appointed 
to  assist  the  legislature  in  developing  plans  for  possible 
enactment  of  a Title  XIX  program  in  Arizona.  He  pointed 
out  that  at  the  next  meeting  of  the  committee  (Septem- 
ber 21,  1973)  the  question  of  whether  or  not  the  pro- 
viders, primarily  physicians,  will  be  willing  to  participate 
in  this  program. 


It  appears  that  because  Arizona  has  a very  low  accep- 
tance of  assignments  under  the  Medicare  program  (29.5% 
in  Arizona  and  56.4%  nationally)  that  this  is  being  con- 
strued to  mean  that  there  may  be  a low  participation 
and  cooperation  in  a medicaid  program  by  physicians. 
This  whole  subject  was  discussed  at  great  length. 

It  was  noted  that  Drs.  Chisholm,  Moraca  and  Reed 
were  on  this  committee  and  would  be  present  at  the 
9/21/73  meeting. 

It  was  determined  that  the  above  mentioned  physi- 
cians would  explain  to  the  Advisory  Committee  the 
meaning  of  the  assignment  rate  figures  and  the  general 
feeling  of  the  profession  regarding  the  taking  care  of 
people  at  reduced  fees. 

Suggested  Additions  to  the  Committee 

It  was  noted  that  our  recommendations  for  additional 
appointments  to  the  Medicaid  Advisory  Committee  was 
turned  down  by  Mr.  Burton  Barr  in  his  letter  of  Sep- 
tember 7,  1973.  Dr.  DuVal  indicated  that  he  felt  that 
Mr.  Barr  may  reconsider  his  action. 

MEDICAL  STUDENT  SELECTION 

Dr.  DuVal  reviewed  the  situation  during  the  last  leg- 
islative session  regarding  the  attempt  to  pass  Senator 
Runyan’s  bill,  S.B.  1220,  which  had  to  do  with  the 
admissions  process  at  the  medical  school.  He  asked  that 
before  future  bills  of  this  kind  are  supported  by  the 
Association,  he  would  appreciate  having  these  discussed 
with  the  medical  school  in  advance.  Discussion  ensued. 

IT  WAS  MOVED  AND  CARRIED  THAT  A REPRE- 
SENTATIVE OF  THE  MEDICAL  SCHOOL  BE  AP- 
POINTED TO  THE  LEGISLATIVE  COMMITTEE  IN 
ORDER  TO  HAVE  THE  NECESSARY  DIALOGUE 
TO  ENSURE  CLOSE  COOPERATION  BETWEEN 
THE  ASSOCIATION  AND  THE  COLLEGE  OF  MED- 
ICINE ON  LEGISLATIVE  MATTERS. 

GRADUATE  EDUCATION  FINANCING 

Dr.  DuVal  discussed  the  general  problem  of  who 
should  bear  the  cost  of  graduate  education  — the  In- 
tern and  Resident  programs.  It  was  noted  that  a Section 
of  the  Medical  Education  Committee  has  been  assigned 
this  problem  and  others  as  related  in  Resolution  9-73. 

Dr.  Payne  related  his  experience  at  a recent  meeting 

QUALITY  ASSURANCE  PROGRAM 

Dr.  Payne  related  his  experience  at  a recent  meeting 
in  Denver  on  the  subject  of  the  American  Hospital 
Association’s  Quality  Assurance  Program.  He  indicated 
that  he  had  asked  Thomas  Ainsworth,  M.D.  to  attend 
this  meeting  but  his  schedule  precluded  such  a visit, 
but  he  did  indicate  that  he  had  asked  Arthur  D.  Nelson, 
M.D.  to  take  his  place. 

Dr.  Nelson,  Administrator  of  the  Maricopa  County 
General  Hospital  explained  the  background  and  develop- 
ment of  the  QAP.  Considerable  discussion  ensued  on 
many  aspects  of  the  program. 

It  was  pointed  out  that  the  AMA  in  June  of  1973 
took  action  on  Report  H of  the  Council  on  Medical 
Service  and  Resolution  50  which  dealt  with  the  subject 
of  QAP.  In  both  cases,  the  AMA  expressed  strong  reser- 
vations about  QAP,  because  of  its  potential  for  lay 
control  of  medical  practice. 

IT  WAS  MOVED  AND  CARRIED  THAT  THIS 
ASSOCIATION  SUPPORT  THE  POSITION  OF  THE 
AMA  AS  OUTLINED  IN  REPORT  H OF  THE  COUN- 
CIL ON  MEDICAL  SERVICE  AND  RESOLUTION  50 
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REGARDING  QAP,  AS  CONSIDERED  AT  THE  JUNE 
1973  MEETING  OF  THE  AMA.  IT  IS  THE  CONSID- 
ERED OPINION  OF  THE  BOARD  THAT  THE  QAP 
IS  A HOSPITAL  PROGRAM  AND  EACH  HOSPITAL 
MEDICAL  STAFF  SHOULD  MAKE  THEIR  OWN 
DETERMINATION  AS  TO  PARTICIPATION.  THIS 
ASSOCIATION  SHOULD  NOT  DESIGNATE  REP- 
RESENTATIVES TO,  NOR  SPONSOR  WORKSHOPS 
ON,  THE  SUBJECT  OF  QAP. 

AD  HOC  BLUE  SHIELD  BLUE 
RIBBON  COMMITTEE 

Resignation 

IT  WAS  MOVED  AND  CARRIED  TO  ACCEPT 
THE  RESIGNATION  OF  ROBERT  E.  HASTINGS, 
M.D. 

New  Appointments 

IT  WAS  MOVED  AND  CARRIED  TO  APPROVE 
THE  APPOINTMENT  OF  THE  FOLLOWING  MEM- 
BERS SUBJECT  TO  THEIR  INDIVIDUAL  CON- 
CURRENCE: 

LEON  A.  ASADOURIAN,  M.D. 

JOHN  F.  CARROLL,  M.D. 

CHARLES  H.  FINNEY,  M.D. 

MARK  M.  KARTCHNER,  M.D. 

RUDOLF  KIRSCHNER,  M.D. 

AD  HOC  COMMITTEE  ON  AMA 
DELEGATE  SELECTION 

Dr.  Dew  reviewed  his  letter  to  all  District  Directors 
of  August  6,  1973  requesting  their  solicitation  of  the 
membership  on  the  subject  of  how  to  select  our  AMA 
delegates  and  other  officers  of  the  Association. 

Dr.  Chisholm  reported  that  Maricopa  County  Medical 
Society  has  determined  that  they  would  like  to  see  the 
present  system  of  selecting  the  AMA  delegates  retained. 
RECEIVED. 

BENEVOLENT  & LOAN  FUND 
COMMITTEE 

Dr.  Cloud  reviewed  Dr.  George  H.  Adams’  letter  of 
8/16/73  suggesting  that,  for  a variety  of  reasons,  schol- 
arship grants  should  not  be  made  this  year,  but  that  they 
be  held  for  1974.  While  no  official  action  was  taken, 
nor  needed,  the  Board  did  approve  the  recommendation. 

FINANCE  COMMITTEE 

Financial  Report  for  Period  Ending  8/31/73 

Dr.  Dexter  reviewed  the  financial  statement  for  the 
period  ending  8/31/73  indicating  that  we  are  well 
within  budget  limits. 

AMA  Dues  Collection  Fees 

IT  WAS  MOVED  AND  CARRIED  THAT  THIS 
ASSOCIATION  PAY  ON  AN  ANNUAL  BASIS,  TO 
THE  VARIOUS  COUNTY  MEDICAL  SOCIETIES  RE- 
QUESTING SAME,  THOSE  FEES  RECEIVED  FROM 
AMA  (CURRENTLY  1%)  WHICH  ARE  DESIGNATED 
FOR  THAT  PURPOSE.  SAID  DISTRIBUTION  TO  BE 
MADE  ON  THE  BASIS  OF  THE  AMOUNT  OF  AMA 
DUES  COLLECTED  AND  FORWARDED  THROUGH 
THE  ASSOCIATION  EACH  YEAR. 

ArMA  Dues  Collection  Fees 

IT  WAS  MOVED  AND  CARRIED  THAT  A FEE 
BE  PAID  TO  EACH  COUNTY  MEDICAL  SOCIETY 
REQUESTING  IT,  TO  COMPENSATE  FOR  COL- 
LECTING AND  FORWARDING  ASSOCIATION 
DUES.  THE  FEE  IS  TO  BE  1%  OF  THE  ASSOCIA- 


TION DUES  COLLECTED,  AND  WILL  BE  PAID 
ANNUALLY. 

Cost  of  Living  Increase 

IT  WAS  MOVED  AND  CARRIED  TO  PROVIDE 
A ONE  TIME  10%  COST  OF  LIVING  SALARY  IN- 
CREASE TO  ALL  ASSOCIATION  EMPLOYEES  EF- 
FECTIVE OCTOBER  1,  1973. 

CORRESPONDENCE 

Robinson  letter  of  9/1/73 

Betty  and  Bruce  Robinson’s  letter  of  9/1/73  express- 
ing appreciation  for  the  vacation  provided  by  the  Board 
was  received. 

Training  & Certification  of  Athletic  Trainers 

Letters  from  the  below  listed  organizations  in  re- 
sponse to  our  letter  of  7/30/73  urging  programs  for 
athletic  trainers  were  received  for  information: 

Arizona  State  University  Memo  of  8/14/73  and 
letter  of  9/7/73 

Northern  Arizona  University  letter  of  8/15/73 
University  of  Arizona  letter  of  9/7/73 
Zone  Therapy 

John  F.  Prince’s  letter  of  8/6/73  indicating  that  he 
will  investigate  the  teaching  of  “Zone  Therapy”  and 
possibly  setting  a moratorium  on  same  in  the  Maricopa 
County  Community  College  District  was  received. 
Search  Committee,  Department  of  Health  Services 
C.  R.  Krimminger’s  letter  of  7/30/73  thanking  us  for 
making  suggestions  for  an  appointment  to  the  subject 
committee  was  received. 

OTHER  BUSINESS 

Louisiana  State  Medical  Society  Request  of  8/24/73 
The  subject  request  to  have  this  Association  support 
Congressman  Rarick’s  Bill  #9375  to  repeal  the  PSRO 
law  was  reviewed. 

IT  WAS  MOVED  AND  CARRIED  TO  RECEIVE 
THIS  REQUEST  FOR  INFORMATION  ONLY. 
Survey  of  Board  of  Directors  on  8/21/73 

Dr.  Dew  reviewed  the  results  of  the  survey  taken  of 
the  Board  on  8/21/73  regarding  the  division  of  the 
state  into  PSRO  areas  should  Arizona  be  designated  as 
one  PSRO  area.  The  following  figures  reflect  ballots 
received  on  or  before  9/14/73: 


Plan  “A”  14 

Plan  “B”  6 

Plan  “C”  0 

Voted  but  did  not  respond  to  the  question  2 

TOTAL  AS  OF  9/14/73  22 


Considerable  discussion  ensued  over  misunderstand- 
ings of  the  8/21/73  mail  ballot. 

It  was  pointed  out  that  since  the  8/21/73  vote  was 
taken,  the  situation  has  changed  in  that  the  National 
PSRO  Council,  on  8/27/73,  recommended  to  HEW  the 
following  policy  statement: 

“It  is  clear  that  area  designation  considerations 
within  a state  recognize  that  appropriate  geo- 
graphic sub-limits  within  the  state  with  the 
capability  to  develop  a PSRO  meeting  law  and 
regulatory  requirements  can  seek,  and  can  be 
expected  to  obtain,  area  designation. 

“It  is  recognized  that  there  are  approximately 
29  states  with  less  than  3,000  physicians,  and  it 
is  acknowledged  that  the  Secretary  of  DHEW 
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could,  if  desirable,  designate  the  entire  state  in 
such  case  as  a single  PSRO  area. 

“At  the  same  time,  in  any  of  the  approximately 
21  other  states  where  the  professional  associa- 
tion^) concerned  demonstrate  a desire  and  cap- 
ability of  successfully  sponsoring  a state  level 
PSRO,  the  option  of  a statewide  area  designa- 
tion or  an  area  designation  encompassing  the 
remainder  of  the  state  could  be  considered, 
even  though  the  2,500  physician  general  limit 
is  exceeded.  Under  either  option,  the  state 
level  PSRO  would  contract  directly  with 
DHEW  to  coordinate  and  administer  all  pro- 
fesisonal  review  functions  within  its  purview, 
with  the  actual  review  performed  locally 
throughout  the  designated  area.” 

Dr.  Reed  and  Dr.  Moraca  indicated  that  should  this 
above  policy  be  adopted  by  HEW,  that  the  Maricopa 
Foundation  for  Medical  Care  intends  to  opt  out  of  a 
statewide  PSRO  and  contract  directly  with  HEW  as  a 
PSRO  for  the  area  of  Maricopa  County. 

IT  WAS  MOVED  AND  CARRIED  TO  REVERSE 
THE  MAIL  VOTE  OF  8/21/73  AND  TO  ADOPT 
PLAN  “B”  WHICH  WOULD  DIVIDE  THE  STATE 
INTO  THREE  AREAS  AS  OUTLINED  IN  MAP  “B” 
WITH  THE  STATEWIDE  PSRO  CONTRACTING 
WITH  THE  MARICOPA  FOUNDATION  FOR  THE 
PEER  REVIEW  OF  MARICOPA  COUNTY  PHYSI- 
CIANS, CONTRACTING  WITH  THE  PIMA  FOUN- 
DATION FOR  PEER  REVIEW  OF  PIMA  COUNTY 
PHYSICIANS  AND  CONTRACTING  WITH  THE 
MULTI-COUNTY  FOUNDATION  FOR  PEER  RE- 
VIEW OF  THE  PHYSICIANS  IN  THE  OTHER 
TWELVE  COUNTIES. 

Mr.  Robinson  was  directed  to  write  Mr.  Harper  of 
our  new  position. 

National  Health  Service  Corps 

The  matter  of  the  Association’s  endorsement  of  an 
application  to  place  a National  Health  Service  Corps 
physician  in  the  community  of  Gila  Bend,  Arizona,  was 
discussed. 

IT  WAS  MOVED  AND  CARRIED  TO  ENDORSE 
THE  APPLICATION  FOR  A NATIONAL  HEALTH 
SERVICE  CORPS  PHYSICIAN  FOR  THE  COMMU- 
NITY OF  GILA  BEND,  ARIZONA. 

Board  of  Medical  Examiners  — Appointment 

The  Board  was  advised  of  the  resignation  of  David 
D.  Smith,  M.D.  from  the  Board  of  Medical  Examiners 
and  the  need  to  replace  him  for  the  balance  of  his 
term  which  ends  June  30,  1974. 

IT  WAS  MOVED  AND  CARRIED  THAT  THE 
PRESIDENT  IS  TO  BE  EMPOWERED  TO  PICK  THE 
LIST  OF  POSSIBLE  NOMINEES  FOR  SUBMISSION 
TO  THE  GOVERNOR. 

Injectibles  in  the  Treatment  of  Obesity 

Dr.  Dexter  requested  assistance  from  the  Association 
in  developing  a policy  regarding  the  use  of  injectibles 
in  the  treatment  of  obesity. 

IT  WAS  MOVED  AND  CARRIED  TO  REFER  THIS 
MATTER  TO  THE  PROFESSIONAL  COMMITTEE 
FOR  STUDY  AND  DEVELOPMENT  OF  SUCH  A 
POLICY  STATEMENT. 

ArMA-ArHA  Liaison 

Dr.  Dew  reviewed  the  existing  liaison  with  the  Arizona 


Hospital  Association  and  the  need  for  improving  that 
liaison. 

IT  WAS  MOVED  AND  CARRIED  THAT  WE  IN- 
VITE THE  PRESIDENT  OF  Aril  A,  OR  HIS  DE- 
SIGNEE, AND  THE  EXECUTIVE  DIRECTOR  OF 
THE  ArPIA  TO  ATTEND  FUTURE  ArMA  BOARD 
OF  DIRECTORS  MEETINGS. 

Travelers  Insurance  Company  Visitation 

Mr.  Robinson  reported  that  certain  vice  presidents  of 
the  Travelers  Insurance  Company  will  be  visiting  Phoe- 
nix on  October  2nd  and  would  like  to  have  lunch  and 
meeting  with  representatives  of  the  Association.  The 
following  people  were  suggested: 

Richard  S.  Armstrong,  M.D. 

Fred  H.  Landeen,  M.D. 

William  R.  Myers,  M.D. 

William  G.  Payne,  M.D. 

Bruce  E.  Robinson 
Gary  L.  Barnett 

Interns  & Residents  Attending  AMA  Meetings 

Dr.  Dew  reported  that  the  Executive  Committee  had 
chosen  Lee  Fischer,  M.D.  to  go  to  the  Anaheim  meeting 
in  December  and  James  Evers,  M.D.  to  attend  the  1974 
Annual  Meeting  in  Chicago. 

Meeting  adjourned  1:16  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

AD  HOC  COMMITTEE  ON  LOCUM 
TENENS  AND  HEALTH  MANPOWER 

Meeting  of  the  ad  hoc  Committee  on  Locum  Tenens 
and  Health  Manpower  of  the  Arizona  Medical  Associa- 
tion, Inc.,  held  Saturday,  September  22,  1973,  at  8:10 
W.  Bethany  Home  Road,  Phoenix,  Arizona,  convened 
at  1:39  p.m.,  Dermont  W.  Melick,  M.D.,  Chairman, 
presiding. 

MINUTES 

Minutes  of  meetings  held  March  4,  1972,  and  May  6, 
1972,  were  approved  as  distributed. 

PHYSICIAN  LICENSURE  IN  ARIZONA 

At  the  request  of  the  chairman,  Mr.  Boykin  reported 
on  the  current  status  of  physician  licensure  in  Arizona. 
He  stated  that  as  of  September,  1973,  there  are  5316 
physicians  licensed  in  Arizona,  of  which  2930  are  cur- 
rently active  in  the  state.  That  during  the  year  ending 
6/30/73,  593  physicians  were  licensed,  451  by  full 
endorsement,  131  by  endorsement  with  oral  examination 
and  11  by  written  examination. 

Temporary  Licenses 

Mr.  Boykin  indicated  that  during  the  1972-73  year, 
25  limited  licenses  were  issued.  That  there  are  four 
reasons  why  limited  licenses  are  issued: 

1.  For  physicians  who  are  not  citizens  of  the  United 
States,  but  are  in  the  process  of  becoming  citizens. 

2.  Those  whose  FLEX  exam  grades  are  between  70 
and  75,  and  who  intend  to  re- take  the  exam  with 
the  intent  of  obtaining  the  passing  grade  of  75. 

3.  Those  physicians  who  do  not  have  the  two-year 
post  graduate  (intern  or  residency)  training  re- 
quired for  regular  license. 

4.  Those  who  have  not  passed  the  E.C.F.M.G.  exam. 
Licensure  by  specialty 

The  subject  of  issuing  licenses  to  practice  a specific 
specialty  instead  of  general  medicine  with  surgery  was 
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discussed.  It  was  determined  that  this  would  undoubted- 
ly have  an  adverse  effect  on  patient  care  and  reduce 
the  present  physician  population. 

PHYSICIAN'S  ASSISTANTS  IN  ARIZONA 

Mr.  Boykin  reviewed  the  current  regulations  adopted 
by  the  joint  boards  on  March  28,  1973.  He  indicated 
that  BOMEX  has  received  59  inquiries  about  Physician’s 
Assistants  as  of  9/19/73.  Of  that  59  inquiries,  11  appli- 
cations have  been  received  to  date.  Of  that  eleven,  two 
are  working,  three  have  been  denied,  and  six  are  pend- 
ing completion  of  investigation. 

Considerable  discussion  ensued  on  the  subject  of 
Physician’s  Assistants  and  nurse  associates  and  the  vari- 
ety of  problems  currently  involved  with  these  types  of 
para-medical  personnel.  It  was  noted  that  one  of  the 
major  problems  is  that  of  physician  acceptance  of  these 
groups.  The  need  for  a placement  service  for  physician’s 
assistants  was  discussed. 

IT  WAS  MOVED  AND  CARRIED  THAT  THIS 
COMMITTEE  RECOMMEND  TO  THE  BOARD  OF 
DIRECTORS  THAT  THE  ARIZONA  MEDICAL  AS- 
SOCIAION  CREATE  A PLACEMENT  SERVICE  FOR 
PHYSICIAN’S  ASSISTANTS  SIMILAR  TO  THE  PHY- 
SICIAN PLACEMENT  SERVICE  WE  HAVE  MAIN- 
TAINED FOR  MANY  YEARS. 

NATIONAL  HEALTH  SERVICE  CORPS 

Mr.  Robinson  reported  that  the  Association  has  en- 
dorsed National  Health  Service  Corps  applications  for 
the  following  areas: 

Benson,  Tombstone,  Marana,  The  Arizona  Job  College 

at  Casa  Grande,  South  Phoenix,  and  Gila  Bend. 
Criteria  for  certification  of  areas  of  need 

Dr.  Melick  reported  that  Dr.  Kossuth  has  provided 
additional  information  on  the  matter  of  determining 
areas  of  physician  need,  such  being  based  on  the  1968 
edition  of  “The  State  Health  Authority  Handbook: 
Health  Professions  Student  Loan  Program.” 

HEALTH  MANPOWER  DISTRIBUTION 
AND  PROBLEMS  IN  ARIZONA 

Family  Practice  meeting  9/14-15,  1973 

Dr.  Tapp  reported  on  the  subject  meeting  between 
the  Department  of  Community  Medicine  and  the  Ari- 
zona Academy  of  Family  Physicians  and  certain  legis- 
lators, which  dealt  primarily  with  health  manpower 
distribution  problems.  He  indicated  that  additional  such 
meetings  would  be  held  to  help  form  an  effort  to  in- 
crease the  number  of  primary  physicians  in  Arizona. 
Oklahoma  “Job  Clinic” 

Dr.  Hugh  Thompson  reviewed  the  “Job  Clinic”  as 
tried  in  Oklahoma  along  the  following  lines: 

Last  fall,  the  Oklahoma  Council  of  Health  Careers 
(836  N.E.  15th  St.,  Oklahoma  City,  73104),  in  conjunc- 
tion with  the  U.  of  Oklahoma  Health  Sciences  Center 
and  the  Oklahoma  Regional  Medical  Program,  decided 
to  do  something  about  bringing  together  representatives 
of  communities  seeking  health  care  personnel  with 
health  care  professionals  and  students  seeking  employ- 
ment. The  resulting  Health  Job  Clinic  in  Oklahoma  City 
attracted  more  than  1000  health  professionals  and  stu- 
dents, and  representatives  of  69  communities.  Towns 
ranging  in  population  from  1200  to  50,000  provided 
information  on  the  living  conditions,  health  facilities 
and  needs,  opportunities  available,  and  advantages  of 
living  in  rural  Oklahoma.  Most  communities  had  displays 


that  featured  educational,  recreational,  and  industrial 
assets.  Many  were  prepared  to  offer  loans  and  scholar- 
ships in  return  for  future  professional  services.  For  the 
health  professionals  and  students  attending  the  clinic, 
each  averaged  four  interviews  and  was  considered  to 
be  a prospect  by  at  least  two  communities.  Some  of  the 
students  expressed  amazement  that  there  were  so  many 
small  towns  with  hospital  and  clinic  facilities.  One  stu- 
dent remarked  that  had  he  traveled  across  the  state  he 
never  would  have  been  able  to  meet  as  many  community 
representatives  as  he  did  at  the  clinic.  Most  of  the 
communities  would  like  the  clinic  to  be  held  every  six 
months.  All  desired  that  it  be  held  again,  and  plans  have 
been  made  to  do  so.  Although  it  is  still  too  early  to 
evaluate  follow-up  activities,  James  W.  McCarver,  clinic 
coordinator,  says  that  many  students  are  making  follow- 
up contacts  with  the  communities,  and  vice  versa.  In 
addition,  many  communities  are  providing  tours  for 
the  health  professionals.  One  town  even  held  a pheasant 
hunt  for  medical  students.  Summing  up,  Mr.  McCarver 
says  the  clinic  “accomplished  one  major  objective  very 
well:  The  introduction  of  future  health  professionals  to 
rural  Oklahoma.” 

Following  considerable  discussions  on  the  pros  and 
cons  of  such  a program,  the  following  action  was  taken: 
IT  WAS  MOVED  AND  CARRIED  THAT  THIS 
COMMITTEE  RECOMMEND  TO  THE  BOARD  OF 
DIRECTORS  THAT  THE  ARIZONA  MEDICAL  AS- 
SOCIAION  HELP  SPONSOR,  WORK  WITH  AND 
ASSIST  THE  ARIZONA  MEDICAL  CENTER  IN  ITS 
SPONSORSHIP  OF  AN  OKLAHOMA  “JOB  CLINIC’ 
TYPE  OF  PROGRAM  IN  ARIZONA  THIS  WINTER. 
Physician  Placement  Service 

Mr.  Robinson  reported  on  the  current  status  of  the 
Physician  Placement  Service  program,  indicating  that 
we  are  still  listing  from  120  to  200  physicians  who  are 
seeking  location  in  Arizona.  Currently  we  are  listing  52 
openings  for  physicians. 

Arizona  Regional  Medical  Program 

Mr.  Wiliam  Ivey  reported  briefly  on  the  ongoing 
Regional  Medical  Programs’  two  major  thrusts:  First, 
to  create  throughout  the  state  a community-based  health 
education  organization  to  help  meet  the  continuing 
education  needs  of  the  various  communities,  as  well  as 
to  develop  health  manpower  needs.  Seven  areas  are 
quite  active  and  four  more  are  in  the  development  stage, 
and  three  will  be  started  this  coming  year. 

The  second  major  area  of  emphasis  has  been  in  help- 
ing communities  to  improve  the  range  and  distribution 
of  health  services  in  the  state.  Some  of  the  programs 
have  been: 

1.  Improving  medical  communications  throughout  the 
state. 

2.  Linking  Indian  physician’s  assistants  to  the  Indian 
Health  Service  clinics,  etc. 

3.  Development  of  Emergency  Medical  Services  com- 
munications systems  in  some  communities. 

4.  Helping  communities  to  organize  to  attract  health 
manpower. 

5.  Helping  to  start  such  programs  as  the  nurse  prac- 
titioner program  at  Good  Samaritan  Hospital. 

6.  Continue  development  of  kidney  disease  programs, 
organ  transplant  programs,  hypertension  control 
programs. 
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Aircraft  Use 

W.  Reece  Berryhill,  M.D.,  former  dean,  University  of 
North  Carolina  School  of  Medicine,  discussed  in  depth 
the  use  of  airplanes  in  delivering  health  care,  continuing 
education  and  many  other  services  of  the  University  to 
the  citizens  of  North  Carolina.  He  stated  that  they  cur- 
rently have  five  such  airplanes,  which  has  saved  the 
University  great  sums  in  terms  of  the  time  of  the  phy- 
sicians and  other  faculty,  by  use  of  the  airplanes.  Dr. 
Berryhill  recommended  such  a program  could  well  work 
here  in  Arizona  where  we  have  similar  problems  of 
distance. 

This  concept  could  very  well  be  called  “The  Univer- 
sity Without  Walls.” 

Dr.  Berryhill  indicated  that  two  objectives  helped 
bring  about  the  use  of  aircraft  in  the  medical  school 
program.  The  first  was  the  need  for  the  medical  stu- 
dents to  become  closely  conversant  with  how  medicine 
is  practiced  in  the  community  hospital,  and  secondly, 
the  faculty  of  the  medical  school  needed  to  know  more 
about  how  medicine  is  practiced  in  the  community,  and 
to  participate  in  that  practice  in  order  to  be  more  effec- 
tive teachers,  and  that  some  method  must  be  developed 
to  accomplish  this.  Use  of  the  airplane  made  this 
possible. 

IT  WAS  MOVED  AND  CARRIED  THAT  THIS 
COMMITTEE  RECOMMEND  TO  THE  BOARD  OF 
DIRECTORS  THAT  THE  AD  HOC  COMMITTEE 
ON  LOCUM  TENENS  AND  HEALTH  MANPOWER 
BE  DIRECTED  TO  EXPLORE,  WITH  THE  DE- 
PARTMENT OF  COMMUNITY  MEDICINE  OF  THE 
COLLEGE  OF  MEDICINE  AND  THE  ARIZONA 
ACADEMY  OF  FAMILY  PHYSICIANS,  NEW  AND 
INNOVATIVE  METHODS  OF  HEALTH  CARE. 

Meeting  adjourned  5:12  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


SCIENTIFIC  ASSEMBLY  COMMITTEE 

The  meeting  of  the  Scientific  Assembly  Committee  of 
the  Arizona  Medical  Association,  Inc.,  held  at  810  West 
Bethany  Home  Road,  Phoenix,  Arizona,  Sunday,  Septem- 
ber 23,  1973,  convened  at  10:14  a.m.,  Vincent  A.  Fulgi- 
niti,  M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  for  the  meeting  held  July  8,  1973,  were 
approved  as  distributed. 

1976  MEETING 

Mr.  Robinson  reported  that  the  Safari  Hotel  had  con- 
firmed the  dates  of  April  27  through  May  1,  1976,  for 
our  85th  Annual  Meeting  — RECEIVED. 

NORTHWESTERN  MEDICAL  SCHOOL 

Mr.  Robinson  reported  that  we  had  received  confirma- 
tion from  James  E.  Eckenhoff,  M.D.,  Dean,  North- 
western University  Medical  School,  that  they  will  provide 
the  faculty  for  our  1975  meeting  — RECEIVED. 

GOLF  TOURNAMENT 

It  was  reported  that  Robert  L.  Hagan,  M.D.,  has 
accepted  the  chairmanship  of  the  1974  golf  tournament. 
- RECEIVED. 

TENNIS  TOURNAMENT 

Mr.  Robinson  reported  that  Mrs.  Robert  Crawford 
has  accepted  co-chairmanship  of  the  tennis  tournament 


for  1974,  but  that  Everett  W.  Czerny,  M.D.,  was  not 
able  to  accept.  A variety  of  names  were  suggested  as 
replacement  for  Dr.  Czerny. 

WEDNESDAY  MORNING 

Mr.  Robinson  reported  that  the  Board  of  Directors 
did  not  want  any  scheduled  activities  to  conflict  with 
the  Reference  Committee  meetings.  It  was  determined 
to  plan  Wednesday  morning  as  follows: 

7:30  a.m.  to  9:30  — Breakfast  Panel  Program  on  “The 
Physician  as  an  Individual  and  Parent.” 

9:30  a.m.  to  10:00  - RECESS. 

10:00  a.m.  to  12  Noon  — Reference  Committees. 

WOMAN'S  AUXILIARY  PROGRAM 

Mrs.  Thomas  B.  Jarvis,  President  of  the  Woman’s 
Auxiliary  to  ArMA,  reviewed  the  idea  of  greater  spouse 
involvement  in  the  scientific  program.  Considerable  dis- 
cussion ensued,  with  general  agreement  that  is  a good 
goal  to  seek. 

It  was  determined  that  the  time  period  from  11:00 
a.m.  to  11:30  a.m.  on  Thursday,  April  25,  1974,  in  Room 
A-l  would  be  set  aside  for  a program  that  the  Woman’s 
Auxiliary  would  present  on  a subject  of  the  Auxiliary’s 
choice. 

It  was  also  determined  that  Mrs.  Jarvis  would  be 
asked  to  participate  in  the  Wednesday  morning  program, 
“The  Physician  As  An  Individual  and  Parent.” 

It  was  also  agreed  that  the  members  of  the  Woman’s 
Auxiliary  would  be  invited  to  attend  any  other  programs 
in  which  they  have  interest. 

BREAKFAST  PANELS 

Thursday,  April  25,  1974 

It  was  determined  to  devote  the  Thursday  breakfast 
panel  to  the  subject,  “Current  Legislative  Matters  Af- 
fecting Medicine.” 

Suggested  panelists  were  Representative  Burton  Barr, 
Senator  Scott  Alexander,  with  Merlin  K.  DuVal,  M.D., 
being  asked  to  moderate. 

Mr.  Robinson  reported  that  Smith,  Kline  and  French 
have  shown  interest  in  financing  the  expense  of  such  a 
program. 

Friday,  April  26,  1974 

It  was  determined  to  devote  the  Friday  breakfast 
panel  to  the  subject  of  “PSRO  — Current  Status.”  This 
panel  to  include  speakers  from  H.E.W.,  as  well  as  local 
representatives  from  the  designated  PSRO  organizations. 
Such  designation  should  be  accomplished  by  that  date. 

UNIVERSITY  OF  NEW  MEXICO 

Dr.  Fulginiti  reviewed  the  suggested  program,  received 
from  Edward  A.  Mortimer,  Jr.,  M.D.,  who  is  coordinat- 
ing the  University  of  New  Mexico  School  of  Medicine 
portion  of  the  program. 

Many  time  and  subject  changes  were  suggested.  It 
was  agreed  that  Dr.  Fulginiti  would  discuss  the  various 
changes  with  Dr.  Mortimer,  and  then  firm  up  their 
portion  of  the  program. 

INTERN  AND  RESIDENT  PAPERS 

It  was  agreed  that  papers  submitted  by  Interns  and 
Residents  could  be  limited  to  15-minute  time  periods 
should  it  be  deemed  appropriate. 

Meeting  adjourned  1:32  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

by  Bruce  E.  Robinson 

Executive  Director 
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Future 
Medical  Meetings 


EMERGENCY  MEDICAL  SERVICES  SYMPOSIUM 

November  15-17,  1973 
Phoenix  Civic  Plaza 

SPONSOR:  Maricopa  County  Medical  Society, 

Arizona  Aegional  Medical  Program 
Comprehensive  Health  Planning  Council, 

Arizona  State  Dept,  of  Public  Safety 

CONTACT: 

MacDonald  Wood,  M.D.,  Chairman 
E.M.S.  Symposium  Committee 
550  West  Thomas  Road 
Phoenix,  AZ  85013 
Phone:  277-681 1 

Approved  for  8 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ARIZONA  PEDIATRIC  SOCIETY 
PEDIATRIC  DERMATOLOGY 

November  24,  25,  1973 
Mountain  Shadows  Hotel,  Phoenix,  AZ 

SPONSOR:  Arizona  Pediatric  Society  and 

Arizona  Chapter,  American  Academy  of 
Pediatrics 

CONTACT: 

J.  Kipp  Charlton,  M.D. 

Department  of  Pediatrics 
Maricopa  County  General  Hospital 
2601  E.  Roosevelt 
Phoenix,  AZ  85008 

Approved  for  7V 2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ALTERNATIVES  TO  PSYCHIATRIC 
HOSPITALIZATION 

November  16,  1973 
Arizona  State  Hospital 
P & E Building 

SPONSOR:  Arizona  State  Hospital 

CONTACT: 

Eli  Schlossberg,  R.Ph. 

Arizona  State  Hospital 
2500  E.  Van  Buren 
Phoenix,  AZ  85008 

Approved  for  3 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


AMERICAN  COLLEGE  OF  SURGEONS 
ARIZONA  CHAPTER 
ANNUAL  MEETING 

November  30  - December  1,  1973 
Scottsdale  Hilton  Hotel 
Scottsdale,  AZ 

SPONSOR:  Arizona  Chapter,  American 
College  of  Surgeons 

CONTACT: 

Ernst  E.  Born,  M.D.,  F.A.C.S. 

333  West  Thomas  Road 
Phoenix,  AZ  85013 

Approved  for  11  required  hours  toward  the  ArMA  Certificate 
in  continuing  Medical  Education. 


THE  AMERICAN  COLLEGE  OF  PHYSICIANS 
REGIONAL  MEETING 

November  16  & 17,  1973 
U of  A College  of  Medicine 

SPONSOR:  Arizona  Chapter,  American  College  of 
Physicians 

CONTACT: 

Ashton  B.  Taylor,  M.D.,  F,A.C.P. 

Governor  for  Arizona 
The  American  College  of  Physicians 
444  W.  Osborn  Road 
Phoenix,  AZ  8501 3 


SYMPOSIUM  ON  HYPERTENSION 

December  8,  9,  1973 
Mountain  Shadows  Hotel,  Phoenix,  AZ 

SPONSOR:  Maricopa  County  General  Hospital, 
and  U of  A College  of  Medicine 

CONTACT: 

H.  F.  Lenhardt,  M.D.,  Director 
Medical  Education 
Maricopa  County  General  Hospital 
2601  E.  Roosevelt 
Phoenix,  AZ  85008 

Approved  for  10V2  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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ARIZONA  SOCIETY  OF  OTOLARYNGOLOGY 
TEACHING  PROGRAM  1973-74 

Phoenix— Public  Health  Indian  Hospital 
4212  N.  16th  St., 

Main  Conference  Room,  8 P.M. 

Tucson— College  of  Medicine,  Room  2105 
7:30  P.M. 

SPONSOR:  Arizona  Society  of  Otolaryngology 

CONTACT: 

Richard  D.  Zonis,  M.D. 

7301  4th  St. 

Scottsdale,  AZ  85251 

George  Ely,  M.D. 

601  N.  Wilmot 
Tucson,  AZ  8571  1 

PROGRAM: 

Conservative  Management  of  Chronic  Ear  Disease, 

Nov.  13,  1973.  (Tucson)  Nov.  20 

Surgical  Management  of  Chronic  Ear  Disease, 

Nov.  13,  1973.  (Tucson)  Nov.  20 

Rhinoplasty,  Dec.  11,  1973.  (Tucson)  Dec.  18 

Otoplasty,  Dec.  11,  1973  (Tucson)  Dec.  18 

Temporal  Bone  Dissection,  Facial  Recess  and  Mastoid, 

Jan.  8,  1974  (Tucson)  Jan.  15 

Clinical  Aspects  of  Vestibular  Physiology, 

Feb.  12,  1974.  (Tucson)  Feb.  19 

The  Dizzy  Patient,  March  12,  1974.  (Tucson)  March  19 
Sinus  Disease,  April  9,  1974.  (Tucson)  April  16 

Cholesteatoma  with  Facial  Paralysis,  April  9,  1974. 

(Tucson)  April  16 

Facial  Nerve  Surgery,  May  14,  1974.  (Tucson)  May  21 

Approved  for  8 elective  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


SOUTHWEST  ALLERGY  FORUM 

January  14-16,  1974 
Camelback  Inn,  Phoenix,  AZ 

SPONSOR:  Southwest  Allergy  Forum 

CONTACT: 

E.  G.  Barnet,  M.D. 

Suite  233D 

550  W.  Thomas  Road 

Phoenix,  AZ  8501  3 


SEVENTEENTH  ANNUAL  CARDIAC  SYMPOSIUM 

January  1 8,  1 9,  1 974 
Scottsdale  Hilton-lnn,  Scottsdale,  AZ 

SPONSOR:  Arizona  Heart  Association 

CONTACT: 

Ray  Inscore,  M.D. 

434  Gurley 
Prescott,  AZ  86301 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SEMINAR  ON  SLEEP 

January  19,  1974 
8 A.M.  to  5 P.M. 

Maricopa  County  General  Hospital 
Phoenix,  AZ 

SPONSOR:  Dept,  of  Psychiatry,  Maricopa 
County  General  Hospital 

CONTACT: 

H.  F.  Lenhardt,  M.D.,  Director 
Medical  Education 
Maricopa  County  General  Hospital 
2601  E.  Roosevelt 
Phoenix,  AZ  85008 

Approved  for  8 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SECOND  ANNUAL 

RESPIRATORY  REHABILITATION  SYMPOSIUM 

February  1 & 2,  1974 
Del  Webb's  TowneHouse,  Phoenix,  AZ 

SPONSOR:  Good  Samaritan  Hospital, 

Dept,  of  Respiratory  Therapy 

CONTACT: 

Ms.  Cheryl  Rexford,  Symposium  Manager 

Public  Relations 

Good  Samaritan  Hospital 

1033  E.  McDowell  Road 

Phoenix,  AZ  85006 

Approved  for  9 required  hour  stoward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ARIZONA  MEDICINE  813 


EVENING  SEMINAR  SERIES  FOR  THE 
PRIMARY  CARE  PHYSICIAN 


BARROW  NEUROLOGICAL  INSTITUTE 
FIRST  ANNUAL  SYMPOSIUM 
INFECTIOUS  DISEASES  OF  THE  CENTRAL 
NERVOUS  SYSTEM 

February  7-9,  1 974 
Camelback  Inn,  Scottsdale,  AZ 

SPONSOR:  The  Barrow  Neurological  Institute 
of  St.  Joseph's  Hospital  & Medical  Center 

CONTACT: 

Richard  A.  Thompson,  M.D. 

Division  of  Neurology 
Barrow  Neurological  Institute 
of  St.  Joseph's  Hospital  & 

Medical  Center 
350  W.  Thomas  Road 
Phoenix,  AZ  85013 

Approved  for  16  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PHYSICIAN  EDUCATION  PROGRAM  IN 
FAMILY  PLANNING  AT  UCLA 

March  11-15,  1974 

SPONSOR:  American  College  of  Obstetrics  & 

Gynecology. 

CONTACT: 

Irvin  M.  Cushner,  M.D.,  OB-GYN 
Dept.,  UCAL,  Center  for  the 
Health  Sciences,  Room  24-139, 

Los  Angeles,  CA  90024 
Telephone:  (213)  825-1046 

PROGRAM: 

A one  week,  no  tuition  seminar,  covering  the  areas  of 
Clinical  Contraception,  Family  Planning  Administration,  and 
Human  Sexuality. 

After  attending  the  seminar  physicians  have  the  option 
of  returning  for  2-4  days  of  clinical  skill  development  (no 
tuition)  and/or  learning  surgical  procedures  (tuition). 

Approved  for  credit  by  the  American  Academy  of  General 
Practice. 


Last  Monday  of  Months  Sept. -May 
Room  3117  College  of  Medicine 
U of  A,  Tucson,  AZ 

SPONSOR:  Dept.  of  Family  & Community  Medicine, 

U of  A College  of  Medicine 

CONTACT: 

Anthony  F.  Vuturo,  M.D. 

Dept,  of  Family  & Community  Medicine 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


A RECENT  REVIEW  OF  RHEUMATIC  DISEASES 

Wednesdays,  Nov.  21  - Dec.  18,  1973 
Tucson  Medical  Center,  Tucson  AZ 
Marshall  Auditorium 

SPONSOR:  Tucson  Hospitals  Medical  Education 
Program 

CONTACT: 

E.  G.  Ramsay,  M.D. 

P.  O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  5 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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Pleural  effusion 


WHEREVER  IT 

HURTS 


COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound  with  Codeine. 

€ prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 

Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2 ); 

No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  l).*Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 

/ Burroughs  Wellcome  Co. 

Sr\  / Research  Triangle  Park 
Wellcome/  North  Carolina  27709 


THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  810  W.  BETHANY  HOME  ROAD,  PHOENIX,  ARIZONA  85013. 


OFFICERS  AND  DIRECTORS  - 1973-74 


President— Philip  E.  Dew,  M.D 

President-Elect— William  G.  Payne,  M.D 

Vice  President— William  C.  Scott,  M.D 

Secretary— Edward  Sattenspiel,  M.D 

Treasurer— Richard  L.  Dexter,  M.D 

Speaker  of  the  House— Robert  A.  Price,  M.D 

Past  President— John  J.  Standifer,  M.D 

Editor-In-Chief— John  R.  Green,  M.D 

Delegate  to  AMA— Daniel  T.  Cloud,  M.D 

Delegate  to  AMA— Seymour  I.  Shapiro,  M.D 

Alternate  Delegate  to  AMA— Arthur  V.  Dudley,  Jr.,  M.D, 
Alternate  Delegate  to  AMA— William  B.  Helme,  M.D.  . . . 


P.O.  Box  1911,  Tucson 

P.  O.  Box  V,  Tempe 

College  of  Medicine,  U of  A,  Tucson 

333  W.  Thomas  Rd.,  Phoenix 
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DISTRICT  DIRECTORS 
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Central  District— Charles  H.  Finney,  M.D 
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President— Luis  Cueva  Niz  

President-Elect— Herbert  W.  Bradley,  M.D.  . 

Vice  President— Fernando  de  La  Cueva  

Secretary,  USA— Schyuler  V.  Hilts,  M.D 

Secretary,  Mexico— Horace  Pakilla,  M.D.  . . . 

Treasurer,  USA— Lucy  A.  Vemetti,  M.D 

Treasurer,  Mexico— Jorge  Riggen  Davila,  M.D. 
Executive  Secy,  USA— Mrs.  Virginia  E.  Bryant 
Executive  Secy,  Mexico— Sr.  Alfredo  Parton  . 


COMMITTEES  - 1973-74 

ARTICLES  OF  INCORPORATION  & BYLAWS  COMMITTEE: 
Charles  E.  Henderson,  M.D.,  Chairman,  (Phoenix);  Arnold  H. 
Dysterheft,  M.D.  (Lakeside);  William  W.  McKinley,  Jr.,  M.D. 
(Scottsdale);  William  B.  Steen,  M.D.  (Tucson);  Clarence  E. 
Yount,  Jr.,  M.D.  (Prescott). 

BENEVOLENT  & LOAN  FUND  COMMITTEE:  Daniel  T.  Cloud, 
M.D.,  Chairman  (Phoenix);  George  Adams,  M.D.  (Tucson); 
Richard  L.  Dexter,  M.D.  (Tucson);  Arthur  V.  Dudley,  Jr., 
M.D.  (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  Cecil  C. 
Vaughn,  Jr.,  M.D.  (Phoenix);  Karl  E.  Voldeng,  M.D. 
(Phoenix). 

FINANCE  COMMITTEE:  Richard  L.  Dexter,  M.D.,  Chairman 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Philip  E. 
Dew,  M.D.  (Tucson);  William  J.  Dunn,  M.D.  (Phoenix); 
V.  Eugene  Frazier,  M.D.  (Mesa);  Charles  C.  Hedges,  Jr., 
M.D.  (Phoenix);  Gerald  Marshall,  M.D.  (Phoenix);  Robert 
P.  Purpura,  M.D.  (Tucson);  Seymour  I.  Shapiro,  M.D.  (Tuc- 
son); Max  L.  Wertz,  M.D.  (Phoenix). 

GOVERNMENTAL  SERVICES  COMMITTEE:  Walter  R.  Eicher, 

M. D.,  Chairman  (Chandler);  John  A.  Ash,  M.D.  (Phoenix); 
Otto  L.  Bendheim,  M.D.  (Phoenix);  Lloyd  S.  Epstein,  M.D. 
(Tucson);  Stanford  F.  Farnsworth,  M.D.  (Phoenix);  Harold 

N.  Gordon,  M.D.  (Phoenix);  John  W.  Heaton,  M.D.  (Phoenix); 
Artell  Johnson,  M.D.  (Phoenix);  Charles  Kalil,  M.D.  (Phoe- 
nix); Louis  C.  Kossuth,  M.D.  (Phoenix);  Dermont  W.  Melick, 
M.D.  (Tucson);  William  R.  Myers,  M.D.  (Phoenix);  Albert  J. 
Ochsner  II,  M.D.  (Yuma);  O.  Melvin  Phillips,  M.D.  (Scotts- 
dale); Wallace  A.  Reed,  M.D.  (Phoenix);  Marvin  C.  Schnei- 
der, M.D.  (Phoenix);  Glen  H.  Walker,  M.D.  (Coolidge). 

GRIEVANCE  COMMITTEE:  John  J.  Standifer,  M.D.,  Chairman 
(Kingman);  Richard  W.  Abbuhl,  M.D.  (Phoenix);  Walter 
Brazie,  M.D.  (Kingman);  Richard  E.  H.  Duisberg,  M.D. 
(Phoenix);  Norman  D.  Duley,  M.D.  (Flagstaff);  Stuart  I. 
Holtzman,  M.D.  (Tucson);  R.  T.  McDonald,  M.D.  (Flag- 
staff); William  W.  McKinley,  M.D.  (Scottsdale);  Albert  J. 
Ochsner,  II,  M.D.  (Yuma). 

HISTORY  & OBITUARIES  COMMITTEE:  John  R.  Green,  M.D., 
Chairman  (Phoenix);  Francis  J.  Bean,  M.D.  (Tucson);  Walter 
Brazie,  M.D.  (Kingman);  C.  Bland  Gidding,  M.D.  (Mesa); 
John  W.  Kennedy,  M.D.  (Phoenix);  Abe  I.  Podolsky,  M.D. 
(Yuma);  Jay  L.  Sitterley,  M.D.  (Flagstaff). 

LEGISLATIVE  COMMITTEE:  Richard  O.  Flynn  M.D.  (Tempe); 
Richard  W.  Abbuhl,  M.D.  (Phoenix);  Richard  H.  Bruner, 
M.D.  (Phoenix);  W.  Scott  Cnisholm,  M.D.  (Phoenix);  Sam 
C.  Colachis  Jr.,  M.D.  (Phoenix);  William  E.  Crisp,  M.D. 
(Phoenix);  John  W.  Curtin,  M.D.  (Phoenix);  Kenneth  A. 
Dregseth,  M.D.  (Sierra  Vista);  Stanford  F.  Farnsworth,  M.D. 
(Phoenix);  Lawrence  N.  Frazin,  M.D.  (Phoenix);  Donald  M. 


Mar-Negro  #1343,  Guadalajara,  Jalisco,  Mexico 

800  Third  Street,  Marysville,  California  95001 

Hidalgo  #3266,  Guadalajara,  Jalisco.  Mexico 

Tucson  Medical  Center,  P.O.  Box  6607,  Tucson,  AZ  85716 

Hospital  Civil,  Guadalajara,  Jalisco.  Mexico 

333  West  Thomas  Road,  #207,  Phoenix,  AZ  85013 

Marsella  #510  Sur,  Guadalajara,  Jalisco  Mexico 

333  West  Thomas  Road,  #207,  Phoenix,  AZ  85013 

Heriberto  Frias  #60  Sur,  Mazatlan,  Sinola,  Mexico 


Gleason.  M.D.  (Tucson);  Donald  F.  Griess,  M.D.  (Tucson); 
Louis  Hirsch,  M.D.  (Tucson);  John  P.  Holbrook,  M.D.  (Tuc- 
son); Terrance  W.  Hull,  M.D.  (Phoenix);  Marion  A.  Jabczen- 
ski,  M.D.  (Phoenix):  John  F.  Kahle,  M.D.  (Flagstaff);  Meyer 
Markovitz,  M.D.  (Phoenix);  R.  Michael  O’Harra,  M.D.  (Phoe- 
nix); Robert  J.  Oliver,  M.D.  (Tucson);  Ratibor  Pantovich, 
D.O.  (Phoenix);  O.  Melvin  Phillips,  M.D.  (Scottsdale);  Wil- 
fred M.  Potter,  M.D.  (Scottsdale);  Paul  L.  Schnur,  M.D. 
(Tucson);  Berton  Siegel,  D.O.  (Phoenix);  Paul  L.  Singer,  M.D. 
(Phoenix);  William  L.  Smith,  D.O.  (Phoenix);  Raymond  A. 
Vaaler,  M.D.  (Phoenix);  Dennis  E.  Weiland,  M.D.  (Scotts- 
dale). 

MEDICAL  ECONOMICS  COMMITTEE:  Richard  S.  Armstrong, 
M.D.,  Chairman  (Tucson);  Albert  C.  Asendorf,  M.D.  (Phoe- 
nix); Francis  J.  Bean,  M.D.  (Tucson);  Charles  M.  Berg- 
schneider,  M.D.  (Scottsdale);  Ian  M.  Chesser,  M.D.  (Tucson); 
Charles  F.  Dalton,  M.D.  (Phoenix);  Wilbur  D.  Dice,  M.D. 
(Yuma);  Kenneth  Dregseth.  M.D.  (Sierra  Vista);  Charles  H. 
Finney,  M.D.  (Phoenix);  William  B.  Helme,  M.D.  (Phoenix); 
Howard  N.  Kandell,  M.D.  (Phoenix);  Patrick  P.  Moraca,  M.D. 
(Phoenix);  Robert  Purpura,  M.D.  (Tucson);  Wallace  A.  Reed, 
M.D.  (Phoenix);  Paul  L.  Schnur,  M.D.  (Tucson);  Richard 
Switzer,  M.D.  (Tucson);  Roger  E.  Wilcox,  M.D.  (Phoenix). 
MEDICAL  EDUCATION  COMMITTEE:  Robert  E.  T.  Stark, 
M.D.,  Chairman  (Phoenix);  Willis  H.  Bower,  M.D.  (Phoenix); 
Daniel  B.  Carroll,  M.D.  (Phoenix);  Melvin  L.  Cohen,  M.D. 
(Phoenix);  William  E.  Crisp,  M.D.  (Phoenix);  D.  J.  Crosby, 
M.D.  (Phoenix);  Kenneth  S.  Dregseth,  M.D.  (Sierra  Vista); 
Francis  T.  Flood,  M.D.  (Phoenix);  Harry  W.  Hale,  M.D. 
(Phoenix);  Robert  E.  Hastings,  Jr.,  M.D.  (Tucson);  Raymond 
J.  Jennett,  M.D.  (Phoenix);  Howard  N.  Kandell,  M.D.  Phoe- 
nix); Jack  M.  Layton,  M.D.  (Tucson);  Harry  F.  Lenhardt, 
M.D.  (Phoenix);  James  F.  Martin,  M.D.  (Yuma);  R.  T.  Mc- 
Donald (Flagstaff);  Dermont  W.  Melick,  M.D.  (Tucson); 
Dward  G.  Moody,  M.D.  (Nogales);  Arthur  R.  Nelson,  M.D. 
(Phoenix);  Milan  Novak,  Ph.D.,  M.D.  (Tucson);  Eric  J. 
Ramsay,  M.D.  (Tucson);  William  C.  Scott,  M.D.  (Tucson); 
William  F.  Sheeley,  M.D.  (Phoenix);  John  J.  Standifer,  M.D. 
(Kingman);  David  C.  H.  Sun,  M.D.  (Phoenix);  Jesse  W.  Tapp, 
M.D.  (Tucson);  Ashton  B.  Taylor,  M.D.  (Phoenix);  Cecil  C. 
Vaughn,  M.D.  (Phoenix);  Albert  G.  Wagner,  M.D.  (Phoenix); 
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OCCUPATIONAL  HEALTH  COMMITTEE:  Joseph  M.  Hughes, 
M.D.,  Chairman  (Phoenix);  Floyd  K.  Berk,  M.D.  (Tucson); 
Sheldon  Davidson,  M.D.  (Phoenix);  Walter  V.  Edwards,  Jr., 
M.D.  (Phoenix);  N.  A.  Ehrmann,  M.D.  (Kearny);  Robert  V. 
Horan,  M.D.  (Morenci);  Robert  B.  Leonard,  M.D.  (Phoenix); 
Florian  R.  Rabe,  M.D.  (Scottsdale);  Eugene  J.  Ryan,  M.D. 
(Phoenix);  Sidney  J.  Stovall,  M.D.  (Phoenix);  William  C. 
Trier,  M.D.  (Tucson);  Maier  Tuchler,  M.D.  (Phoenix);  W.  A. 
Warner,  M.D.  (Phoenix). 


816  NOVEMBER  1973  ® XXX  • 11 


MEMBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROFESSIONAL  COMMITTEE:  Robert  S.  Ganelin,  M.D.,  Chair- 
man (Phoenix);  Charles  D.  Connor,  M.D.  (Phoenix);  Joseph 
W.  Hanss,  M.D.  (Phoenix);  George  T.  Hoffmann,  M.D. 
(Phoenix);  Richard  Johns,  M.D.  (Payson);  Helen  Johnson, 
M.D.  (Tucson);  Harold  W.  Kohl,  M.D.  (Tucson);  Laurence 
M.  Linkner,  M.D.  (Phoenix);  Frederick  J.  Brady,  M.D.  (Tuc- 
son); William  G.  Payne,  M.D.  (Phoenix);  Herman  S.  Rhu, 
Jr.,  M.D.  (Tucson);  Donald  F.  Schaller,  M.D.  (Phoenix); 
George  A.  Spendlove,  M.D.  (Phoenix);  Neil  O.  Ward,  M.D. 
(Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  Charles  H.  Finney,  M.D., 
Chairman  (Phoenix);  Robert  W.  Brazie,  M.D.  (Phoenix);  E. 
F.  Bloemker,  M.D.  (Phoenix),  Walker  Brock,  M.D.  (Phoenix); 
Richard  L.  Jones.  M.D.  (Tempe);  Robert  A.  Johnson,  M.D. 
(Phoenix);  R.  F.  Keeling,  Sr..  M.D.  (Ajo);  Don  V.  Langston, 
M.D.  (Phoenix);  Charles  M.  Lofdahl,  M.D.  (Phoenix);  Irving 
M.  Pallin  M.D.  (Sun  City);  William  Russell,  M.D.  (Phoenix); 
William  C.  Scott,  M.D.  (Tucson);  Lawrence  J.  Shapiro,  M.D. 
(Phoenix);  Selma  E.  Targovnik,  M.D.  (Phoenix);  Morton  S. 
Thomas,  III,  M.D.  (Wickenburg). 

PUBLISHING  COMMITTEE:  John  R.  Green,  M.D.,  Chairman 
(Phoenix');  Andre  J.  Bruwer,  M.D.  (Tucson);  John  C.  Duffy, 
M.D.  (Tucson);  Walter  V.  Edwards,  Jr.,  M.D.  (Phoenix); 
Gerold  Kaplan.  M.D.  (Phoenix);  William  B.  McGrath.  M.D. 
(Phoenix);  David  Pent,  M.D.  (Phoenix);  David  C.  H.  Sun, 
M.D.  (Phoenix). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Vincent  A.  Fulginiti, 
M.D.  Chairman  (Tucson);  S.  C.  Anand,  M.D.  (Phoenix); 
Thomas  E.  Bittker.  M.D.  (Phoenix);  William  E.  Bishop.  M.D. 
(Globe);  W.  Scott  Chisholm,  M.D.  (Phoenix);  Paul  H. 

Duffey,  M.D.  (Tucson);  Milton  S.  Dworin,  M.D.  (Tucson); 

Thomas  F.  Hartley,  M.D.  (Scottsdale);  Thomas  Henry,  M.D. 
(Flagstaff);  James  M.  Hurley,  M.D.  (Phoenix);  Mark  M. 

Kartchner.  M.D.  (Tucson);  Norman  N.  Komar,  M.D.  (Tuc- 
son); Eugene  Leibsohn  M.D.  (Phoenix);  Philip  Levy,  M.D. 
(Phoenix);  J.  Frank  Martin,  M.D.  (Yuma);  George  W.  Nash, 
M.D.  (Tucson);  John  E.  Oakley,  M.D.  (Prescott);  Wilfred  M. 
Potter,  M.D.  (Scottsdale);  Neopito  L.  Robles.  M.D.  (Tucson); 
W.  David  Rummel,  Jr.  M.D.  (Prescott):  William  C.  Scott, 
M.D.  (Tucson);  Luis  S.  Tan.  M.D.  (Phoenix);  Oscar  A. 

Thorup.  Tr.  (Tucson);  J.  Garland  Wood,  M.D.  (Flagstaff); 
Donald  Ziehm,  M.D.  (Phoenix). 


COUNTY  MEDICAL  SOCIETY  OFFICERS,  1973-74 

APACHE:Amold  H.  Dysterheft,  M.D.,  President,  P.O.  Box  887, 
Lakeside,  85929;  P.  R.  Garver,  M.D.,  Secretary,  P.O.  Box 
919,  Show  Low,  85901. 

COCHISE:  Richard  Groschupf.  M.D..  President,  1105  San  Antonio 
Ave.,  Douglas,  85607;  C.  E.  Gritsavage,  M.D.,  Secretary, 
640  - 10th  Street,  Douglas,  85607. 

COCONINO:  William  J.  Austin,  M.D.,  President,  1355  N.  Beaver, 
Flagstaff,  86001;  B.  Alfred  Finney,  M.D.,  Secretary,  1355 
N.  Beaver,  Flagstaff,  86001. 

GILA:  Bernard  J.  Collopy.  M.D.,  President.  Miami  Inspiration 
Clinic.  Miami  85539;  D.  B.  Gilbert,  M.D.,  Secretary,  P.  O. 
Box  1030.  Payson  85541. 

GRAHAM:  William  R.  Sullivan,  M.D.,  President,  702  8th  Ave., 
Safford,  85546;  Edward  R.  Curtis,  M.D.,  Secretary,  503 
5th  Ave.,  Safford,  85546. 

GREENLEE:  Gordon  Garrioch,  M.D..  President,  Morenci  Hospital, 
Morenci,  85540;  Roberto  A.  Dinglasan,  M.D.,  Secretary, 
Morenci  Hospital,  Morencie,  85540. 

MARICOPA:  William  E.  Crisp,  Jr.,  M.D.,  President;  Max  L. 
Wertz.  M.D.,  Secretary. 

(Society  address:  2025  North  Central  Avenue,  Phoenix  85004) 
MOHAVE:  Donald  Nelson,  M.D.,  President,  2178  McCulloch 
Blvd..  Lake  Havasu  City,  86403;  Earl  Gilbert,  M.D.,  Secre- 
tary, Mohave  General  Hospital,  Kingman,  86401. 

NAVAJO:  George  G.  Bertino,  Jr.,  M.D.,  President,  1500  William- 
son Ave.,  Winslow,  86047;  R.  Joseph  Haley  III,  M.D., 
Secretary,  P.O.  Box  700,  Holbrook,  86025. 

PIMA:  Richard  S.  Armstrong,  M.D.,  President;  George  W.  King, 
M.D.,  Secretary. 

(Society  address:  2555  East  Adams  Street,  Tucson) 

PINAL:  Glen  L.  Walker,  M.D.,  President,  291  W.  Wilson.  Cool- 
idge  85228;  Donald  Lawrence,  M.D.,  Secretary,  1023  E. 
Florence  Blvd.,  Casa  Grande,  85222. 

SANTA  CRUZ:  James  L.  McCullough,  M.D.,  President,  711 
Morley  Ave.,  Nogales,  85621;  Charles  S.  Smith,  M.D., 
Secretary,  P.O.  Box  1382,  Nogales,  85621. 

YAVAPAI:  A.  W.  Scott.  Jr.,  M.D.,  Pfresident,  P.O.  Box  2468, 
Prescott  86301;  J.  B.  McNally,  M.D.,  Secretary,  434  West 
Gurley,  Prescott,  86301. 

YUMA:  Lester  G.  Olin,  M.D.,  President,  2244  Ave.  A,  Yuma, 
85364;  Dirk  Frauenfelder,  M.D.,  Secretary,  P.O.  Box  4370, 
Kofa  Station,  Yuma,  85364. 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1973-74 

PRESIDENT  Mrs.  Thomas  Jarvis  (Barbara) 

1266  Skyline  Drive,  Globe,  85501 

PRESIDENT-ELECT  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix,  85018 

1st  VICE  PRESIDENT  Mrs.  Howard  Kimball  (Ella) 

414  West  Northview  Avenue,  Phoenix,  85021 

2nd  VICE  PRESIDENT Mrs.  Ruben  Acosta  (Mary) 

85  Sierra  Vista  Drive,  Tucson,  85719 

RECORDING  SECY Mrs.  William  Robey  (Barbara) 

Box  597,  Litchfield  Park,  85340 

TREASURER  Mrs.  John  Vosskuhler  (JoAnn) 

2220  N.  Crescent  Drive,  Flagstaff,  86001) 

DIRECTOR,  1973-74  Mrs.  Charles  I.  Fisher  (Peggy) 

352  West  Berridge  Lane,  Phoenix,  85013 

DIRECTOR,  1972-74  Mrs.  Robert  Hancock  (Elvera) 

1004  West  Palo  Verde  Drive,  Phoenix  85013 

DIRECTOR,  1973-75  ....  Mrs.  Joseph  McNally  (Suzie) 

Route  1,  Box  320,  Prescott,  86301 

CHAPLAIN  Mrs.  Sam  M.  Mackoff  (Selma) 

5343  N.  23rd  St.,  Phoenix,  85016 

CORRESPONDING  SECY Mrs.  Paul  Jarrett  (Beverly) 

501  E.  Pasadena,  Phoenix,  85012 

HISTORIAN  Mrs.  Melvin  Phillips  (Jean) 

111  West  Palmdale,  Tempe,  85281 

PARLIAMENTARIAN Mrs.  Robert  Oliver  (Nicki) 

910  North  Wilmot  Road,  Tucson,  85711 


COUNTY  AUXILIARY  PRESIDENTS 

COCONINO  Mrs.  John  Vosskuhler  (JoAnn) 

2220  N.  Crescent  Drive,  Flagstaff,  86001 

GILA  Mrs.  B.  J.  Collopy  (Dinah) 

Box  342,  Miami,  85539 

MARICOPA  Mrs.  Albert  Wagner  (Helen) 

3216  E.  Meadowbrook  Avenue.  Phoenix  85018 

PIMA  Mrs.  Robert  Goldfarb  (Lesley) 

5051  Mission  Hill  Drive,  Tucson,  85718 

YAVAPAI  Mrs.  Evaristo  Martinez  (Frances) 

1172  Country  Club  Dr.,  Prescott,  86301 

YUMA  Mrs.  Robert  Delph  (Grace) 

1921  16th  Place,  Yuma,  85364 


CHAIRMAN  OF  STANDING  AND  SPECIAL  COMMITTEE 

1973-74 

AMA-ERF  Mrs.  Lawrence  Bailey  (Mary  Ann) 

712  West  Oregon,  Phoenix  85013 

BYLAWS  Mrs.  Glen  Walker  (Ruth) 

Box  1225.  Coolidge,  85228 

COMMUNITY  HEALTH  EDUC Mrs.  Boyd  Metcalf  (Kay) 

5701  Calle  Del  Paisano,  Phoenix,  85018 

COMMUNITY  HEALTH  SERV Mrs.  Ralph  Linden  (Sylvia) 

1971  West  15th  Street,  Yuma,  85364 

CONVENTION  Mrs.  Dennis  E.  Weiland  (Jeanne) 

5826  N.  Monte  Vista  Drive,  Scottsdale,  85253 

FINANCE  Mrs.  Carl  Shrader,  Jr.,  (Ginny) 

1615  Aztec,  Flagstaff,  86001 

GEMS  Mrs.  David  Gilbert  (Fay) 

Box  1030.  Payson,  85541 

HAMER  EDUC.  LOAN  FUND  ....  Mrs.  Alvin  Swenson  (Vicki) 
5250  Bartlett  Circle,  Phoenix,  85016 

HEALTH  MANPOWER  Mrs.  Luis  Tan  (Mary  Jo) 

3510  East  Nita  Road,  Paradise  Valley 

HOSTESS  Mrs.  James  Hopkins  (Pat) 

37  N.  Country  Club  Drive.  Phoenix,  85014 
INTERNATIONAL  HEALTH  ....  Mrs.  B.  L.  Whitman  (Alberta) 
V.  A.  Center,  Box  22.  Prescott,  86301 

LEGISLATION  Mrs.  Warren  S.  Williams  (Pete) 

Route  5.  Box  893,  Tucson,  85718 
TEMPE,  MESA,  CHANDLER,  LIAISON 

Mrs.  John  Hanigsberg  (Barbara) 
1610  East  Donner  Street,  Tempe,  85282 
ORGANIZATION  & MEMBERSHIP  Mrs.  Howard  Kimball  (Ella) 
414  West  Northview  Avenue,  Phoenix.  85021 

PROCEDURES  & GUIDELINES  Mrs.  M.  J.  Harvey  (Rita) 

P.O.  Box  1729,  Lake  Havasu  City,  86403 

PROGRAM  Mrs.  Raymond  Vaaler,  (Ann) 

3624  North  54th  Court,  Phoenix,  85018 

PUBLICATIONS  Mrs.  Orlin  Wry  (Connie) 

2521  N.  Shade  Tree  Lane,  Tucson  85715 

PUBLIC  RELATIONS  Mrs.  George  Stavros  (Theresa) 

315  W.  Kaler,  Phoenix.  85021 

REPORTS  Mrs.  Charles  Kalil  (Ylma) 

1300  East  Missouri  Ave.,  Phoenix 

WASAMA  Mrs.  Wm.  Price  (Ann) 

4524  N.  59th  Avenue,  Phoenix,  85033 


ARIZONA  MEDICINE  g]7 


Lafayette  Medical  Center 

44TH  STREET  AT  EAST  CAMELBACK 


a prestige  location 

for  the 
medical  profession 


The  Valleys 
newest  and 
most  beautifully 
designed 
medical  center. 
Located  in 
the  very  heart  of 
Phoenix-Scottsdale-Paradise  Valley’s 
most  affluent  society. 

Only  minutes 
from  major  hospitab. 


Custom  designed  suites  in  a quiet  garden  setting.  893  to  2100 
square  feet  available  for  immediate  lease.  Fully  electric,  year 
around  comfort  control,  janitorial  services,  ample  off-street 
parking  for  both  you  and  your  patients7  convenience.  For 
complete  details  evenings,  call  Dal  Miller,  945-1280  or  daily, 
947-6321 


Exclusive  Leasing  Agent 

RUSS  LYON  REALTY  COMPANY 

8760  EAST  CAMELBACK  ROAD  / SCOTTSDALE,  ARIZONA  86261 


(602)  947-6321 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states,  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skele- 
tal muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appro- 
priate therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase 
in  frequency  and/or  severity  of  grand  mal 
seizures  may  require  increased  dosage  of 
standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency 
and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol 
and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbitu- 
rates and  alcohol)  have  occurred  follow- 
ing abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to 
habituation  and  dependence.  In  preg- 
nancy, lactation  or  women  of  childbearing 
age,  weigh  potential  benefit  against 
possible  hazard. 

Precautions:  If  combined  with  other 
osychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
smployed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
ts  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
enal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
lausea,  fatigue,  depression,  dysarthria, 
aundice,  skin  rash,  ataxia,  constipation, 
peadache,  incontinence,  changes  in  sali- 
'ation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Para- 
doxical reactions  such  as  acute  hyper- 
.‘xcited  states,  anxiety,  hallucinations, 
ncreased  muscle  spasticity,  insomnia, 
age,  sleep  disturbances,  stimulation 
lave  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of  neu- 
ropenia,  jaundice;  periodic  blood  counts 
md  liver  function  tests  advisable  during 
ong-term  therapy. 


If  there’s  good  reason 
to  prescribe 
for  psychic  tension... 


When,  in  spite  of  counseling, 
the  patient’s  pattern  of  overreaction  to  stress 
affects  his  ability  to  function 

Dependable  response 
is  a good  reason 
to  consider  Valium 

(diazepam) 

2-mg,  5 -mg, 
10-mg  tablets 


ROCHE 


Roche  Laboratories 
Division  of  Hoffmann-La  Roche 
Nutley,  N.J.  07110 


Inc. 
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Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  85012 
3424  North  Central  Avenue  Phone:  248-8500 


Tax-Sheltered  investments 


We  specialize  in  quality 
investments  in  tax-sheltered 
cattle-feeding,  cattle-breeding, 
real  estate  and  oil  and  gas  drilling 
programs.  We  will  provide 
information  and  planning 
guidance  on  these  tax-shelters  to 
interested  individuals  and 
corporations.  We  invite  your 
inquiries. 


Philip  M.  Young,  President 


819  FINANCIAL  CENTER 
3443  N.  CENTRAL  AVENUE 
PHOENIX,  ARIZONA  85012 
PHONE  263-5482 


securities 


“DIABETES  DETECTION  WEEK” 

November  12-16,  1973 

The  Arizona  Diabetes  Association  will  be  again  offering  free  dia- 
betes detection  tests  as  a public  service.  Persons  found  with  abnormally 
high  blood  glucose  values  will  be  referred  to  their  family  doctor  for 
further  testing. 

At  that  time  they  will  be  given  a "Positive  Result  & Doctor  Re- 
ferral" form.  To  help  us  establish  the  validity  of  our  testing  we  would 
be  grateful,  to  physicians  if  they  would  complete  and  return  this  form. 


ARIZONA  DIABETES  ASSOCIATION 

810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 

274-3514 
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CAMELBACK  PROFESSIONAL  BUILDING 


Eugene  R.  Aimer,  M.D.,  Otto  L.  Bendheim,  M.D., 

Paul  M.  Bindelglas,  M.D.,  James  E.  Campbell,  M.D., 
Thomas  F.  Kruchek,  M.D.,  Harold  E.  McNeely,  Ph.D., 
Harris  D.  Murley,  M.D.,  George  A.  Peabody,  M.D., 
Stanford  E.  Perlman,  Ph.D.,  George  F.  Saravia,  M.D., 
Jerome  F.  Szymanski,  M.D.,  Floyd  L.  Templeton,  M.D., 
Mark  A.  Wellek,  M.D. 


6-1-73 


Hledical  Center  OC-^aif  and  Clinical  Xahraterif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


SOMETHING 

BETTER 


HAPPENED  FEBRUARY  1,  1971 

When  the  Arizona  Medical  Associations 
Travelers  malpractice  coverage  began. 

BEFORE: 

Arbitrary  Classifications 
Rising  rates,  surcharges,  dwindling 
markets,  non-standard  policies, 
peremptory  cancelations 

AFTER  — AND  NOW: 

Published,  consistent  rating. 

Under  bureau  rating 

No  bobtail  or  warranty  restrictions. 

ArMA  gets  all  Travelers  figures. 

Five  year  program  guarantee.  Standard 
policy  at  standard  prices.  Stability 
and  integrity  for  you. 


Phoenix  and  Northern  Arizona 
Burns-Harrelson-Burns 

5045  North  12th  Street 
Phoenix  85014 
Phone  266-441 1 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  Cr  Associates 

5902  East  Pima 
Tucson  85712 
Phone  885-2375 

Do  it  today! 


! TRAVELERS  Insurance  Companies 

HARTFORD.  CONNECTICUT 
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Your  bookkeeper  still  hasn’t  talked  to  Monica? 


Maybe  we  should  introduce  them. 
If  you  average  over  100  customer  statements  a month,  our 
talking  computer,  Monica,  can  be  very  helpful. 
You  call  a special  Valley  Bank  number,  using  any  ordinary 
touch-tone  telephone.  Our  computer  will  answer  — in  a 
clear,  human  voice.  Then,  step  by  step,  our 
computer  will  describe,  by  voice,  how  to  record 
your  transaction  — just  by  pushing  buttons 

on  the  phone. 

All  information  you  send  is  automatically 
repeated,  by  voice,  to  assure  accuracy.  And  you 
get  an  instant  balance  for  final  verification. 
On  cut-off  each  month,  all  the  paper  work  is 
handled  automatically.  Statements  are 
mailed  within  48  hours. 
Call  261-1665  in  Phoenix  - or  792-7370  in 
Tucson  and  we’ll  introduce  you  to  our  Monica. 

We  think  it’s  time  the  two  of  you  had 
a nice  little  chat. 


Valley  National  Bank 
Business  Systems  Division 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

™ PLAQUE  SHOP 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE- 
SCOTTSDALE.  ARIZONA  65251  • 
(602)  945*9338 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882  - 6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Director*:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


Air  Evac  can  be  ordered  by  any 
physician  to  any  place  to 
transport  a patient  to  any  other 
place.  Call  the  very  hot  line, 
(602)  254-7150,  Phoenix,  Arizona. 

SE 


SAMARITAN  HEALTH  SERVICE 


Parents . . . Grandparents . . . 

Give  the  children  a gift  that 

GUARANTIES  THEIR  INSURABILITY 
FOR  UP  TO  $25,000 


PLUS 

$1,000 

INSURANCE 

PROTECTION 

FOR  ONE  $50 

PAYMENT 

HBA'S  DESIGNOLI  FE  YOUTH 
ESTATE  designed  to  create 
habits  of  thrift  and 
responsibility. 

Age  O to  15V2  — New  Designolife  Youth 
Estate  Plan  provides  lifetime  insurance 
protection.  On  payment  of  $50  pays  for 
$1,000  insurance  up  to  age  23. 

Automatically  increases  to  $5,000  at  age 
23  with  annual  premium  of  only  $75  un- 
til  age  65. 


Guaranteed  insurability  — The  right  to 
buy  up  to  $20,000  additional  coverage, 
$5,000  at  a time,  at  ages  of  25,  27,  29, 
31,  without  proof  of  insurability. 

Pays  $3450  cash  at  age  65  or  a paid-up 
policy  for  $5,000. 

Designed  to  protect  the  child's  estate  in 
years  to  come  and  to  encourage  the  habit 
of  thrift.  A wonderful  gift  for  now  and 
the  future! 


Doctor  — You  Know  The  Importance  Of  Guaranteed  Insurability 
THE  CHILDREN  WILL  THANK  YOU! 


Send  for  / V [/  \ free  folder 

THEfHBAlLIFE 

INSURANCE  COMPANY 

Phone  VMJW  258-4885 


The  HBA  Life  Insurance  Company 

P.O.  Box  1272,  Phoenix,  Arizona  85001 

Please  send  folder  on  Designolife  Youth  Estate! 

Name  

Address  - 
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Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

“Established  1932“ 


NEW  LUXURY  FOUR  STORY 
MEDICAL  BUILDING 

Arizona  Medical  Plaza 
1 728  West  Glendale  Avenue 
Phoenix,  Arizona 

Ninety  percent  occupied  needs  the  following 
physicians:  Neurologist;  Neurosurgeon;  Physi- 
cal Medicine  Specialist;  Gastroenterologist;  Al- 
lergist; Chest  Psysician  and  General  Practi- 
tioner. Please  call  Mr.  Bob  Ballard  264-1039. 


Medical  Transcription 
For  Physicians  and 
Hospitals 


MULLEN  MEDICAL  SERVICE 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 702 
100  W.  Clarendon  — Phoenix 
Telephone  263-8526 


COLLECTION  PROBLEMS? 

Over  four  years  of  experience  in  Arizona  has 
proven  that  our  system  produces  excellent  re- 
sults using  “soft  collection"  methods  at  costs 
averaging  10%  of  moneys  recovered.  We  have 
documented  cases  of  recovery  costs  as  low  as 
2%.  Paid  accounts  are  the  best  accounts.  Call 
or  write:  American  Billing  Corporation  — 4014 
N.  7th  Street  — Phoenix,  Arizona  85014  — 
265-4729. 


CHANDLER  MEDICAL  & PROFESSIONAL 
OFFICE 

Space  1,000  to  3,000  sq.  ft.  Ideal  location, 
mature  landscaping,  covered  parking  for  ten- 
ents  with  ample  additional  parking.  Ten  min- 
utes from  Desert  Samaritan  Hospital.  Phone 
948-6119. 


MEDICAL  DIRECTOR 

Newly  created  position  with  full  responsibility 
for  directing  all  medical  activities  of  two  com- 
munity-based, non-profit  neighborhood  health 
centers.  These  centers  will  provide  comprehen- 
sive ambulatory  health  care  to  the  East  Los 
Angeles  area.  Responsibilities  will  include  for- 
mulation of  all  medical  care  policies,  physician 
recruitment,  maintenance  of  quality  assurance 
program,  as  well  as  acting  as  liaison  between 
the  center  and  various  back-up  providers  and 
the  medical  community  in  general.  Salary  $38,- 
000-42,000  plus  generous  fringe  benefits  and 
ample  educational  time.  Must  be  Board  certi- 
fied or  eligible;  or  qualified  by  experience. 
California  license  is  required.  Contact:  Manuel 
Acuna,  Administrator,  Elias  Chico  Family  Health 
Center,  3945  E.  Whittier  Blvd.,  Los  Angeles, 
CA  90023. 


ACRE  OF  PARADISE 

This  blue  chip  offering,  high  above  the  pres- 
sures of  the  city,  affords  supreme  living  at 
its  best.  Over  four  thousand  square  feet  of 
grandeur  and  distinction,  priced  for  the  dis- 
criminating at  $198,500.  A beautiful  oppor- 
tunity to  brighten  your  future.  Contact  Vivian 
Balzer,  946-9811,  for  a private  showing. 


PHYSICIANS 

Generalists,  Pediatricians,  Internists  needed  for 
new  community-oriented,  non-profit  health 
centers  providing  comprehensive  ambulatory 
health  care  for  the  East  Los  Angeles  area.  Ex- 
cellent working  conditions  in  spacious,  newly 
remodelled  facilities.  Good  working  hours  with 
generous  education  benefits.  Competitive  sal- 
ary. Close  working  relationship  with  major 
medical  schools.  Supporting  services  include 
Laboratory,  X-Ray,  Optometry,  Physio-therapy, 
and  Dental  Services.  California  license  re- 
quired. Contact:  Manuel  Acuna,  Administrator, 
Elias  Chico  Family  Health  Center,  39  E.  Whittier 
Blvd.,  Los  Angeles,  CA  90023. 


UNITED  COLLECTION  SERVICE 

Tempe  Office 

Tucson  Office 

1 602  East  Williams 

2030  E.  Broadway 

Tempe,  AZ  85281 

Suite  101 

Ph:  (602)  966-7275 

Tucson,  AZ  8571  9 
Ph:  (602)  884-8180 
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ARIZONA  MEDICAL  ASSOCIATION,  INC. 

Invites  you  to  spend  two  sun- 
filled  weeks  in  Quito,  Buenos 
Aires  and  Rio  de  Janeiro. 


South 

American 

Adventure 

Everyone  should  have  at  least  one  adventure  a 
year,  and  this  could  be  yours.  Join  us  for  two  weeks 
on  a carefree,  do-as-you-please  holiday  in  South 
America  . . . lush  primitive  forests,  towering  moun- 
tains, cosmopolitan  cities,  luxurious  beaches,  gold 
encrusted  churches,  casinos  in  the  Monte  Carlo 
tradition,  horse  racing,  deep  sea  fishing  and 
bargains  in  precious  gems,  leathers,  silver  and 
antiques.  It  all  awaits  you. 

A great  new  trip.  A great  value. 

vWVJW  PLUS  $40  TAX 
J AND  SERVICE 

Including:  direct  chartered  jet  flights,  deluxe 
hotels,  American  breakfasts,  gourmet  meals  at  a 
selection  of  the  finest  restaurants,  transfers  and  a 
generous  70  lb.  luggage  allowance. 

Phoenix,  Arizona,  March  30,  1974 
To  assure  your  reservation  send  $100  deposit  to: 

Arizona  Medical  Association,  Inc. 

810  West  Bethany  Home  Road  Phoenix,  AZ  85013 


The  pen 

mightier 
than  the 
scalpel? 


The  men  and  women  who  believe  it  is— members  of 
a remarkable  group  called  the  American  Medical  Writers 
Association,  or  AMWA— are  in  a good  position  to  know: 
many  of  them  wield  both. 

Not  that  they  propose  to  substitute  honeyed  words 
for  medical  skill.  What  AMWA  does  say  is  that  today's 
knowledge  explosion  in  medical  science  has  made  con- 
cise, lucid  communications  almost  as  essential  as  skill  in 
the  laboratory  or  operating  room. 

And  it  doesn't  take  a crystal  ball  to  know  that  the  im- 
portance of  clear  medical  communications  will,  if  any- 
thing, grow  in  the  future. 

To  achieve  that  end,  AMWA  dedicates  its  energies 
and  its  efforts.  And  has,  since  it  was  formed  31  years  ago 
with  only  27  members. 

Since  then,  thousands  more  medical  writers,  editors, 
publishers,  pharmaceutical  writers,  illustrators,  audio-vis- 
ual producers,  researchers,  and  clinicians  have  been  drawn 
into  AMWA's  ranks.  They  share  one  common  goal:  a de- 
sire to  become  better  communicators,  themselves... and 
to  help  others  do  the  same. 

How  does  AMWA  help?  By  bringing  the  talents  of  its 
members  together  in  workshops.  By  making  it  possible  for 
all  types  of  medical  communicators  to  meet  each  other  and 
discuss  their  mutual  problems  and  interests.  And  by  pro- 
ducing a professional  journal  that  will  spearhead  new 
techniques  in  medical  communications. 

If  you  share  this  concern,  AMWA  wants  you.  You  can 
get  more  information  just  by  writing  to:  Executive  Sec- 
retary, American  Medical  Writers  Association,  6900  Grove 
Road,  Thorofare,  New  Jersey  08086. 

Remember... they  also  serve  who  sit  and  write. 


AMERICAN 

MEDICAL 

WRITERS 

ASSOCIATION 
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irritations  of 
day  are  often 


The  causes  of  irritable  colon  and  the  diarrheal 
symptoms  that  often  accompany  it  can  be  as  di- 
verse  as  the  systemic  and  emotional  irritations 
% H man  is  faced  with  daily. 

Although  the  mucoid  nature  of  stools  and  the 
I occurrence  of  diarrheal  episodes  coincident  with 
r times  of  emotional  stress  may  be  valuable  clues 
to  the  functional  nature  of  the  disorder,  irritable 
i11118*  °*ten  be  diagnosed  by  exclusion. 
^^a^nos^c  exploration  takes  time.  Discov- 
"ery  of  the  nature  of  any  emotional  problems  may 
take  more.  During  that  time,  Lomotil®  is  an  ideal 
agent  for  controlling  diarrheal  symptoms. 

Lomotil  tablets  are  small,  easy  to  carry  and 
easy  to  take.  They  act  promptly  and  effectively. 
Secondary  effects  are  relatively  infrequent  and, 
once  the  first  force  of  the  diarrhea  is  controlled, 
maintenance  is  frequently  effective  on  as  little 


as  one  fourth  of  the  initial  dosage. 

These  same  characteristics  make  Lomotil 
useful  in  controlling  the  diarrhea  associated  with 
gastroenteritis,  antibiotic  therapy  and  acute 
infections. 


library 

U.c.  SAN  FRANCISCO 

DEC  2 8 1973 


What  the  Sleep  Research 
Laboratory  recorded 
about  DALMANEsleep...1 

(flurazepam  HCI) 

□ reduced  sleep  latency 

□ decreased  time  awake  after  sleep  onset 

□ increased  total  sleep  time 

The  polygraphic  techniques  of  the  sleep  research  laboratory  have 
objectively  documented  the  value  of  Dalmane  (flurazepam  HCI)  for 
patients  with  difficulty  failing  asleep  or  staying  asleep. 

Hundreds  of  hours  of  monitored  sleep1"9  have  shown  that  one 
30-mg  capsule  of  Dalmane  at  bedtime  generally  induced  sleep 
within  17  minutes,  significantly  reduced  time  awake  after  sleep  onset 
and  provided  7 to  8 hours  of  sleep.  Dalmane  effectiveness  was  main- 
tained even  over  14  consecutive  nights  of  administration,  demon- 
strating the  consistent  effectiveness  of  Dalmane. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of 
insomnia  characterized  by  difficulty  in 
falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning 
awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia 
is  often  transient  and  intermittent,  pro- 
longed administration  is  generally  not 
necessary  or  recommended. 

Contraindications:  Known  hypersen- 
sitivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15 
years  of  age.  Though  physical  and 


psychological  dependence  have  not 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addic- 
tion-prone individuals  or  those  who 
might  increase  dosage. . 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg 
to  preclude  oversedation,  dizziness  and/ 
or  ataxia.  If  combined  with  other  drugs 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive 
effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tend- 
encies. Periodic  blood  counts  and  liver 
and  kidney  function  tests  are  advised 
during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drows- 
iness, lightheadedness,  staggering, 
ataxia  and  falling  have  occurred,  partic- 
ularly in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 


heartburn,  upset  stomach,  nausea,  vomit- 
ing, diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpita- 
tions, chest  pains,  body  and  joint  pains 
and  GU  complaints.  There  have  also 
been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypo- 
tension, shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  exces- 
sive salivation,  anorexia,  euphoria,  de- 
pression, slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical 
reactions,  e.g.,  excitement,  stimulation 
and  hyperactivity,  have  also  been  re- 
ported in  rare  instances. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  A dults:  30  mg  usual 
dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients: 

15  mg  initially  until  response  is 
determined. 

Supplied:  Capsules  containing  15  mg 
or  30  mg  flurazepam  HCI. 


What  the 
patients  reported 
when  they  awoke1 


□ more  rapid  sleep  induction 

□ increased  duration  of  sleep 

, The  utility  of  any  sleep  medication  depends,  ultimately,  on  patient 
<j  'A  acceptance.  For  this  reason,  sleep  laboratories  evaluating  Dalmane 
[flurazepam  HCI)  have  obtained  the  patients’  own  estimates  of  their 
sleep  immediately  on  awakening  in  the  morning.  These  subjective 
evaluations  have  been  in  strong  agreement  with  the  polygraphic 
records,  confirming  polygraphic  evidence  of  Dalmane  effectiveness 
compared  to  placebo. 

REFERENCES 

1 . Kales,  J , ef  a/.:  Clin  Pharmacol.  Ther.,  7 2:691 , 1 971  2.  Frost,  J D. , Jr : Data  on  file.  Medical  Depart- 
ment, Hoffmann-La  Roche  Inc  , Nutley,  N.J  3.  Karacan.  I , ef  a/..  The  Sleep  Laboratory  in  the 
Investigation  of  Sleep  and  Sleep  Disturbances,  Scientific  Exhibit  presented  at  Amer  Psychiat. 
Assoc.,  Washington,  D C , May  3-7,  1971  4.  Kales,  A , ef  a/. : Arch.  Gen.  Psych iat.,  23  226,  1970. 

5.  Dement,  W.  C : Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc  . Nutley,  N.J  6.  Kales, 

A , and  Kales,  J.:  Pharmacol.  Physicians,  4 1, 1970  7.  Kales,  A ' Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of  Hypnotics!'  in  Kales,  A (ed.):  Sleep:  Physiology  and 
Pathology,  Philadelphia.  Lippincott,  1969,  p 331  8.  Vogel,  G.  W : Data  on  file,  Medical  Department, 
Hoffmann-La  Roche  Inc  , Nutley,  N.J.  9.  Kales,  A , and  Kales,  J J A M A.,  21 3:2229. 1970 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  h.s—  usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  A7.s. — initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE 

OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 

announces  two  1974  courses 

BASIC  SCIENCE  FOR  CLINICIANS 


AT  STANFORD  UNIVERSITY  • FEBRUARY  25  - MARCH  1,  1974 

This  five-day  interdepartmental  course  is  a concise  but  comprehensive  review  of  basic  medical  science  and  is  de- 
signed to  meet  the  needs  of  those  clinicians  who  wish  to  expand  their  knowledge  of  molecular  biology.  Early  regis- 
tration is  advised  as  attendance  is  limited.  Tuition  fee  is  $245,  payable  upon  application  for  enrollment. 


COURSE  CONTENT 

General  lectures  will  cover:  a review1  of  chemistry  and  physics  for  clinicians,  chemical  bonds  of  biological  importance, 
subatomic  particles,  correlation  of  cell  structure  and  function,  the  structure  and  function  of  proteins,  sugars  and 
lipids,  the  structure  of  nucleic  acids,  DNA  synthesis,  expression  of  genetic  information,  regulation  of  gene  expression, 
evolution  of  proteins,  carbohydrate  and  fat  metabolism,  bioenergetics,  digestive  enzymes,  neurobiology — structure 
and  development,  neurobiology — function,  neurobiology — neuroendocrine  relationships,  an  overview  of  genetics. 

Elective  sessions  will  include:  the  biology  of  water,  inborn  errors,  bacterial  antibiotic  resistance,  salt  and  water, 
interferon,  blood  coagulation,  gastrointestinal  immunity,  evolution  and  medicine,  tumor  virus,  genetics  and  disease, 
rheumatic  disorders,  organ  morphogenesis,  nutrition,  enzymes  and  their  actions,  atherosclerosis,  hypertension-renin 
— aldosterone,  chromosomes  and  disease,  mechanisms  of  immunity,  growth,  genetics — problems  and  opportunities, 
nerve  growth,  hormones  and  their  actions,  molecular  mechanisms  of  drug  actions. 


PAUL  BERG,  Ph.D. 

HOWARD  M.  CANN,  M.D. 

STANLEY  N.  COHEN,  M.D. 

RONALD  W.  DAVIS,  Ph.D. 

JOHN  W.  FARQUHAR,  M.D. 

DANIEL  D.  FEDERMAN,  M.D. 

ROBERT  HOFSTADTER,  Ph.D.,  Nobel  Laureate 
HALSTED  R.  HOLMAN,  M.D. 

OLEG  JARDETZKY,  M.D.,  Ph.D. 


FACULTY 

DONALD  KENNEDY,  Ph.D. 

ARTHUR  KORNBERG,  M.D.,  Nobel  Laureate 
NORMAN  KRETCHMER,  M.D.,  Ph.D. 

JOSHUA  LEDERBERG,  Ph.D.,  Nobel  Laureate 
I.  ROBERT  LEHMAN,  Ph.D. 

JOHN  A.  LUETSCHER,  JR.,  M.D. 

LUIGI  LUZZATTI,  M.D. 

HUGH  O.  McDEVITT,  M.D. 

ROY  H.  MAFFLY,  M.D. 

THOMAS  C.  MERIGAN,  JR.,  M.D. 


LINUS  C.  PAULING,  Ph.D.,  Nobel  Laureate 
EUGENE  D.  ROBIN,  M.D. 

EDWARD  RUBENSTEIN,  M.D. 

ROBERT  T.  SCHIMKE,  M.D. 

IRVING  SCHULMAN,  M.D. 

ERIC  M.  SHOOTER,  Ph.D. 

KEITH  B.  TAYLOR,  M.D. 

NORMAN  K.  WESSELLS,  Ph.D. 

CHARLES  YANOFSKY,  Ph.D. 


— - ■ — ■■  announcing  - — 

MANAGEMENT  OF  THE  SURGICAL  PATIENT 

SN  HAWAII,  AT  MAUNA  KEA  BEACH  HOTEL  • APRIL  28  - MAY  5,  1974 

This  course  is  designed  for  all  physicians,  surgeons  and  non-surgeons,  who  participate  in  the  care  of  sur- 
gical patients.  It  includes  lectures  and  informal  conferences  dealing  with  the  practical  aspects  of  the  man- 
agement of  a variety  of  surgical  problems.  Tuition  fee  is  $275,  payable  with  $100  room  deposit  to  Stanford 
University  School  of  Medicine  upon  application  for  enrollment.  Attendance  limited. 

— — — ______ _____  FOR  COMPLETE  DETAILS  SEND  COUPON  


Clip  and  mail  to:  OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 

Stanford  University  School  of  Medicine,  Room  Ml 21  • Stanford,  California  94305 

BASIC  SCIENCE  FOR  CLINICIANS 

Please  enroll  me  ($245  check  enclosed) Please  send  brochure  

MANAGEMENT  OF  THE  SURGICAL  PATIENT 

Please  enroll  me  ($375  check  enclosed) Please  send  brochure  

NAME Specialty  _ 

Last  First  (please  print) 

ADDRESS  ZIP  


(Checks  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE) 
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(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 


Single-dose  vials 


Contraindications:  Pregnancy  or  possibility  of  pregnancy 
within  three  months  following  vaccination;  infants  less 
than  one  year  old;  sensitivity  to  chicken  or  duck,  chicken 
or  duck  eggs  or  feathers,  or  neomycin;  any  febrile  res- 
piratory illness  or  other  active  febrile  infection;  active 
untreated  tuberculosis;  therapy  with  ACTH,  cortico- 
steroids, irradiation,  alkylating  agents,  or  antimetabo- 
lites; blood  dyscrasias,  leukemia,  lymphomas  of  any 
type,  or  other  malignant  neoplasms  affecting  the  bone 
marrow  or  lymphatic  systems;  gamma  globulin  defi- 
ciency, i.e.,  agammaglobulinemia,  hypogammaglobulin- 
emia, and  dysgammaglobulinemia. 

Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for  im- 
mediate use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or  after 
immunization  with  other  live  virus  vaccines,  with  the 
exception  of  monovalent  or  trivalent  poliovirus  vaccine, 
live,  oral,  which  may  be  administered  simultaneously; 
vaccination  should  be  deferred  for  at  least  three  months 
following  blood  transfusions  or  administration  of  more 
than  0.02  ml  immune  serum  globulin  (human)  per  pound 
of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a his- 
tory of  febrile  convulsions,  cerebral  injury,  or  any  other 
condition  in  which  stress  due  to  fever  should  be  avoided. 
The  physician  should  be  alert  to  the  temperature  eleva- 
tion which  may  occur  5 to  12  days  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  indi- 
viduals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Attenuated  live  virus  measles,  mumps,  and  rubella  vac- 
cines, given  separately,  may  temporarily  depress  tuber- 
culin skin  sensitivity;  therefore,  if  a tuberculin  test  is  to 
be  done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 

Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 
Adverse  Reactions:  To  date,  clinical  evaluation  has  not 
revealed  any  adverse  reactions  peculiar  to  the  combina- 
tion. The  adverse  reactions  that  occurred  were  limited 
to  those  that  have  been  reported  previously  for  the  com- 
ponent vaccines. 

Fever,  rash;  mild  local  reactions  such  as  erythema,  indur- 
ation, tenderness,  regional  lymphadenopathy;  parotitis; 
thrombocytopenia  and  purpura;  allergic  reactions  such  as 
urticaria;  arthritis,  arthralgia,  and  polyneuritis. 
Occasionally,  moderate  fever  (101-102.9  F);  less  common- 
ly, high  fever  (above  103  F);  rarely,  febrile  convulsions. 
Encephalitis  and  other  nervous  system  reactions  that  have 


occurred  very  rarely  with  the  individual  vaccines  may 
also  occur  with  the  combined  vaccine.  Experience  from 
more  than  44  million  doses  of  all  live  measles  vaccines 
given  in  the  U.S.  by  mid-1971  indicates  that  significant 
central  nervous  system  reactions  such  as  encephalitis, 
occurring  within  30  days  after  vaccination,  have  been 
temporally  associated  with  measles  vaccine  approxi- 
mately once  for  every  million  doses.  In  no  case  has  it 
been  shown  that  reactions  were  actually  caused  by  vac- 
cine. The  Center  for  Disease  Control  has  pointed  out 
that  “a  certain  number  of  cases  of  encephalitis  may  be 
expected  to  occur  in  a large  childhood  population  in  a 
defined  period  of  time  even  when  no  vaccines  are  ad- 
ministered. A survey  conducted  in  New  Jersey  in  1965 
showed  that  2.8  cases  of  encephalitis  (of  unknown 
cause)  occurred  per  million  children,  ages  1-9  years  per 
30-day  period.”  However,  the  Center  for  Disease  Con- 
trol has  analyzed  the  reported  reactions  following 
measles  vaccines  and  pointed  out  that  “the  clustering 
of  cases  in  the  period  6 through  13  days  after  inocula- 
tion as  well  as  the  recovery  of  measles  virus  (probably 
the  vaccine  strain)  from  the  CSF  of  one  patient  does 
suggest  that  some  of  these  cases  may  have  been  caused 
by  the  vaccine’.’  The  risk  of  such  serious  neurological 
disorders  following  live  measles  virus  vaccine  adminis- 
tration remains  far  less  than  that  for  encephalitis  with 
measles  (one  per  thousand  reported  cases). 

Transient  arthritis,  arthralgia,  and  polyneuritis  are  fea- 
tures of  natural  rubella  and  vary  in  frequency  and  se- 
verity with  age  and  sex,  being  greatest  in  adult  females 
and  least  in  prepubertal  children.  Such  reactions  have 
been  reported  with  live  attenuated  rubella  virus  vac- 
cines. Symptoms  relating  to  joints  (pain,  swelling,  stiff- 
ness, etc.)  and  to  peripheral  nerves  (pain,  numbness, 
tingling,  etc.)  occurring  within  approximately  two 
months  after  immunization  should  be  considered  as  pos- 
sibly vaccine  related.  Symptoms  have  generally  been 
mild  and  of  no  more  than  three  days’  duration.  The  inci- 
dence in  prepubertal  children  would  appear  to  be  less 
than  1%  for  reactions  that  would  interfere  with  normal 
activity  or  necessitate  medical  attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vaccine, 
containing  when  reconstituted  not  less  than  1,000  TCID50 
(tissue  culture  infectious  doses)  of  measles  virus  vac- 
cine, live,  attenuated,  5,000  TCID50  of  mumps  virus  vac- 
cine, live,  and  1,000  TCID50  of  rubella  virus  vaccine,  live, 
expressed  in  terms  of  the  assigned  titer  of  the  FDA  Ref- 
erence Measles,  Mumps,  and  Rubella  Viruses,  and  ap- 
proximately 25  meg  neomycin,  with  a disposable  syringe 
containing  diluent  and  fitted  with  a 25-gauge,  %"needle. 
Also  in  boxes  of  10  single-dose  vials  nested  in  a pop-out 
tray  with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  &■  Doh me,  Division  of  Merck  Er 
Co.,  Inc.,  West  Point,  Pa.  19486. 


MSD 

MERCK 

SHARF& 

DOHME 


Bio-Science 

Serum  Parathyroid 
Hormone  as  a 
Diagnostic  Aid 

An  accurate  measurement  of  the  serum  level  of 
parathyroid  hormone  (PTH)  with  results  reported  from 
the  laboratory  within  about  ten  days  is  now  available. 
The  diagnosis  of  diseases  of  the  parathyroid  has 
always  been  a difficult,  serious  problem  and  we  now 
have  a powerful  laboratory  tool  which  will  help  solve 
some  of  the  diagnostic  dilemmas  and  further  stimulate 
research  in  this  field. 

The  classic  laboratory  findings  in  primary  hyper- 
parathyroidism are,  of  course,  high  serum  calcium  and 
low  serum  phosphorus;  high  urinary  calcium  is  also 
commonly  found.  Increased  phosphate  excretion  due 
to  inhibition  of  phosphate  reabsorption  (TRP)  and 
measurement  of  the  TRP  are  additional  laboratory 
aids  for  diagnosing  hyperparathyroidism.  All  of  these 
tests  are  obviously  indirect  procedures  for  establish- 
ing the  diagnosis  so  there  is  a distinct  value  in  having 
a direct  measure  of  PTH. 

In  spite  of  the  complexity  and  difficulty  of  the 
radioimmunoassay  technic  for  PTH,  it  is  now  possible 
to  quantitate  the  hormone  with  reasonable  precision 
and  in  most  cases  to  differentiate  normal  from  hyper- 
parathyroid serum  levels.  Human  PTH  is  not  available 
in  sufficient  quantities  to  use  as  an  antigen  or  stand- 
ard, but  guinea  pig  antiserum  to  bovine  PTH  has 
sufficient  cross-reactivity  with  human  PTH  to  allow  its 
effective  use  in  the  assay. 


Reports 


Unfortunately,  the  lack  of  a human  parathyroid 
standard  complicates  any  comparison  of  results  from 
different  laboratories.  At  Bio-Science  a purified  bovine 
PTH  preparation  is  used  as  the  standard  and  results 
are  expressed  as  equivalents  of  purified  bovine  PTH. 
The  antiserum  used  gives  similar  curves  with  both 
human  serum  PTH  and  purified  bovine  PTH  and  does 
not  distinguish  between  the  two. 

The  specimen  requirement  for  the  PTH  assay  is: 
5 ml.  frozen  serum  obtained  from  blood  which  has 
been  drawn  between  6 and  9 a.m.  while  the  patient  is 
in  the  rested,  fasting  state.  The  blood  should  be  drawn 
with  a chilled  syringe  or  Vacutainer  and  kept  in  an  ice 
bath  until  the  serum  can  be  separated,  preferably  in  a 
refrigerated  centrifuge.  Separation  of  the  serum  from 
the  cells  and  freezing  should  be  completed  as  soon 
as  possible.  The  frozen  serum  should  be  sent  to  us 
packed  in  dry-ice.  Shipping  containers  intended  for 
frozen  specimen  shipments  are  available  without 
charge. 


Write  or  call,  collect,  for  additional  literature  on  this 
subject  and  containers  for  mailing. 


Main  Lab:  7600  Tyrone  Ave., 
Van  Nuys,  California  91405 

Philadelphia  Branch: 

116  So.  Eighteenth  St., 
Philadelphia,  Pa.  19103 


Bio-Science  Laboratories 

7600  Tyrone  Avenue 
Van  Nuys,  California  91405  Dept.  A 
or 

116  So.  Eighteenth  St. 

Philadelphia,  Pa.  19103 


Gentlemen:  Please  send  me,  without  obligation: 

□ A copy  of  your  Handbook  of  Specialized 
Diagnostic  Laboratory  Tests 

□ A lab  pack  containing  a small  supply  of 
postage-paid  mailing  containers  and  Fee  Schedule 

Q Information  on 

(write  in  name  of  test) 

Name 

Address 

City  State  Zip 


HANDBOOK  OF  SPECIALIZED 
DIAGNOSTIC  LABORATORY  TESTS 

This  200-page  book,  now  in  its  tenth 
edition,  is  a uniquely  informative 
source  to  keep  you  up-to- 
date  on  the  newer  labo- 
ratory tests,  such  as 
parathyroid  hormone, 
available  to  clinicians.  You 
will  find  it  a handy  refer- 
ence guide  for  normal  values 
and  quick  summations  on 
tests  which  can  aid  in  your 
diagnostic  problems.  Copies 
are  available  to  physicians  and 
lab  personnel  without  obliga- 
tion. Simply  fill  out  and  mail  this 
coupon. 


Recommendations’  on 
Combination  Live  Virus  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.” 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 
of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.” 

^For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept 
Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.” 


(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  l MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus) 
Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT1 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 
RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months,  5 months,  or  at  6 months,  depending  on  your  preference  or  on  the  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

'Thidemark  of  Merck  & Co..  Inc. 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


CALIFORNIA 

Chico  • 1378  Longfellow  Ave.  • 95926 
Telephone:  (916)  342-5612 
Los  Angeles  • 291  Coral  Circle 
El  Segundo,  California  • 90245 
Telephone:  (213)  772-3581 
Modesto  • 806  14th  St.  • 95354 
Telephone:  (209)  526-1086 
Sacramento  • 4330  Roseville  Rd. 

North  Highlands,  California  • 95660 

Telephone:  (916)  483-4976 

San  Diego  • 5248  Linda  Vista  Rd.  • 92110 

Telephone:  (714)  291-8120 

San  Francisco  • 253  E.  Harris  Ave. 

South  San  Francisco,  California  94080 
Telephone:  (415)  871-9543 


ARIZONA 

Phoenix  • 1841  No.  23rd  Ave.  • 85005 
Telephone:  (602)  254-7161 


COLORADO 
Colorado  Springs  • 4920  No.  Park 
Loop  • 80907 

Telephone:  (303)  598-3580 
Denver  • 1700  Vine  St.  • 80206 
Telephone:  (303)  255-1491 


FLORIDA 

Miami  • 1310  N.W.  74th  St. 
• 33147 

Telephone:  (305)  691-6271 


NEW  JERSEY 

Newark  • 159  Terminal  Ave. 
Clark,  New  Jersey  • 07066 
Telephone:  (201)  382-8350 


OREGON 

Portland  • 5714  N.E.  Hassalo  St. 

• 97213  Telephone:  (503)  282-2295 


BE  RE? 

CALL 


WASHINGTON 

Seattle  • 1191  Andover  Park  West 
Tukwila,  Washington  • 98188 
Telephone:  (206)  242-4850 
Spokane  • E.  327  1st  St.  • 99202 
Telephone:  (509)  624-4241 


UTAH 

Salt  Lake  City  • 809  W.  1700  South 
• 84104 

Telephone:  (801)  487-1381 


TEXAS 

Dallas/Ft.  Worth  • 1701  S.  Great 
Southwest  Pkwy. 

Grand  Prairie,  Texas  • 75050 

Telephone:  (214)  263-4911 

Houston  • 115  Hyde  Park  Blvd.  • 77001 

Telephone:  (713)  526-2011 

San  Antonio  • 138  W.  Rhapsody  • 78216 

Telephone:  (512)  344-8303 


When  you  need  that  specific 
something  - NOW  - call  SCHERER 
. . . the  house  with  the  items,  more 
sizes,  more  complete  lines. 

SCHERER  is  known  as  the  “fastest  single  source”  for  the  most  respected 
names  in  Medical  and  Scientific  manufacturing.  And  for  good  reason. 
SCHERER  has  more  supply  points  and  better  men.  Be  sure.  Call  SCHERER! 
You’ll  find  them  “a  step  ahead.” 

Schepsn Company  medical /scientific  supplies 


ARIZONA 


Phoenix  • 1841  North  23rd  Avenue  85005 
Telephone:  (602)  254-7161 
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A BERGEN  BRUNSWIG  COMPANY 


Hair  styles  come  and  go, 

but  Selsun  "(SELENIUM  SULFIDE  LOTION) 

remains  a classic  for  dandruff 


Since  1951,  Selsun  has  proven  to  be  effective  in  treating  dandruff 
and  seborrheic  dermatitis.  When  your  patient  is  tormented  by 
itching  and  scaling,  provide  the  relief  that  only  you  can  prescribe 
. . . Selsun . . . classic  anti-dandruff  therapy. 

Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or  irritation  may 
result.  Avoid  application  to  inflamed  scalp  or  open  lesions.  Occasional 
sensitization  may  occur.  Rinse  well. 


Contains:  Selenium  sulfide,  2Vi  %,  w/v  in  aqueous  suspension;  also  contains: 
bentonite,  sodium  alkyl  aryl  sulfonate,  sodium  phosphate  (monobasic), 
glyceryl  monoricinoleate,  citric  acid,  captan,  and  perfume. 


30341 3K 


4 Fluidounccs 
Suspension 


SELENIUM  SULFIDE  LOTION 
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ARIZONA  MEDICINE 


Address  all  correspondence  to  the 
Journal  Offices 
810  W.  Bethany  Home  Rd., 

Phoenix,  Arizona  8501 3 

Bruce  E.  Robinson 
Business  Manager 

National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 
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Delivers  from  the  very  first  dose: 
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Ifs  time  foraction  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution. 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 


The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  Trustees  of  the 
American  Dental  Association 


The  Board  of  Trustees  of  the 
American  Medical  Association 


The  American  Psychiatric  Association 


The  Executive  Committee  of  the 


National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 


Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
to  affirm  the  support  of  the  participat- 
ing organizations  for  the  laws,  regula- 
tions and  professional  trad  it  ions  which 
prohibitthe  unauthorized  substitution 
of  drug  products. 

Traditionally,  physicians,  den- 
tists and  pharmacists  have  worked 
cooperatively  to  serve  the  best  inter- 
ests of  patients.  Productive  coopera- 
tion has  been  achieved  through 
mutual  respect  as  well  as  a common 
concern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
discussion  and  selection  of  the 
source  of  supply  of  drug  products. 

The  basic  principles  of  medical,  den- 
tal and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
of  patient  welfare. 

The  antisubstitution  laws  have 
not  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
more  than  they  have  in  and  of  them- 
selves guaranteed  absolute  protec- 
tion from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
from  their  responsibilities  to  patients. 
Asa  practical  matter,  however,  such 
laws  and  regulations  encourage  inter- 
professional communications  regard- 
ing drug  product  selection  and  assure 
each  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
usage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
be  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  servingtheir 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 

Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.  C.  20005 
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the  same  hat 
doesn’t  fit  everyone 


We  wear  the  hats  of  Democrats,  Republicans  and  Independ- 
ents. But,  we’re  all  physicians  and  we  are  all  concerned.  Con- 
cerned about  legislation  which  could  lead  to  the  destruction 
of  Freedom  of  choice  ...  or  the  physician-patient  relation- 
ship ...  or  the  quality  of  health  care  . . . and  a lot  of  other 
things.  That’s  why  we  decided  to  do  something  ...  to  get  in- 
volved. Some  of  us  just  offer  our  dues  dollars  while  others 
actually  get  out  and  get  involved  in  the  campaigns  of  people 
we  would  like  to  see  get  elected.  In  1972,  we  helped 
elect  203  people  to  Congress  that  don’t  want  to  destroy  the 
American  Health  care  system. 

Why  not  do  your  part? 

Join  us  in  1974  . . . and  bring  along  a friend.  JOIN  ArMPAC. 


Remit  by  PERSONAL  check  payable  to: 

ARIZONA  MEDICAL  POLITICAL  ACTION  COMMITTEE 

810  west  bethany  home  road 
phoenix,  arizona  85013 


Name 

Address 


City Zip  Code 

Sustaining  Member $100 

Family* *  (physician  and  spouse)  $ 40 

Active  Member  $20 


(Contribution  includes  membership  in  AMPAC,  Political  Stethoscope 
newsletter,  AMPAC  membership  card  and  pin) 

*Name  of  spouse 


A copy  of  our  report,  filed  with  the  appropriate  supervisory  office  is  (or  will  be)  available  for  purchase  from 
the  Superintendent  of  Documents,  United  States  Government  Printing  Office,  Washington,  D.  C.  20402. 
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TREATMENT  OF  ACUTE 
APPENDICITIS 

CHARLES  ALLEN,  AA.D. 

ROBERT  AAcGREGOR,  AA.D. 

HARRY  W.  HALE,  JR.,  AA.D. 

A restrospective  study  of  300  consecutive  pa- 
tients undergoing  laparotomy  with  a preoperative 
diagnosis  of  acute  appendicitis  is  discussed.  The 
preoperative  diagnosis  was  confirmed  in  80%  of 
the  cases.  74  or  about  25%  of  patients  presented 
with  perforation.  There  was  no  effect  by  systemic 
antibiotics  on  the  incidence  of  wound  infections. 
The  use  of  drains  appeared  to  increase  the  inci- 
dence of  wound  infections  and  overall  morbidity. 

From:  Dept,  of  Surgery.  Maricopa  County  General  Hospital, 
2601  E.  Roosevelt,  Phoenix,  AZ  85008. 


INTRODUCTION 

Acute  appendicitis  is  thought  to  be  a disease 
of  declining  incidence  in  the  United  States.  Even 
though  this  trend  may  exist  it  is  still  a common 
disease  that  has  a significant  morbidity  and 
mortality.  The  history,  physical  signs  and  symp- 
toms of  this  disease  have  been  well  known  for 
may  years,  and  few  advances  have  been  made  in 
diagnostic  methods  applicable  to  the  manage- 
ment of  appendicitis  in  recent  years.1  Until  1930, 
15  per  100,000  people  died  of  appendicitis  and 
by  1960  this  rate  had  declined  to  1 per  100,000 
in  the  United  States.5  This  advance  has  come 
about  presumably  from  improvement  in  the  gen- 
eral aspects  of  care,  i.e.,  the  management  of 
fluid  and  electrolyte  balance  and  the  use  of  anti- 
biotics. 

A review  of  acute  appendicitis,  its  treatment 
and  complications  was  done  at  Maricopa  County 
General  Hospital  to  evaluate  the  current  treat- 
ment of  this  disease  at  a large  county  hospital, 
serving  almost  exclusively  patients  from  the  low- 
est economic  level  of  population. 

METHODS 

A retrospective  study  was  made  of  300  con- 
secutive cases  operated  on  with  a preoperative 
diagnosis  of  acute  appendicitis,  between  1969 
and  1972.  Eighteen  separate  parameters  of  the 
preoperative,  intraoperative  and  postoperative 
treatment  of  these  patients  were  examined.  The 
significant  observations  made  from  these  studies 
are  presented  here. 
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RESULTS 

The  age  distribution  of  the  patients  studied 
is  shown  in  Table  I and  re-emphasizes  the  well 
known  fact  that  while  appendicitis  may  be  seen 
at  any  age,  it  is  primarily  a disease  of  children 
and  young  adults. 

TABLE  I 


AGE  NUMBER 

0-10 52 

11-20 101 

21-30 41 

31-40 21 

41-50 12 

51-60 6 

61-70 5 

71-80 2 


ONSET  OF  SYMPTOMS 

From  clinical  records  the  duration  of  symp- 
toms before  the  patient  presented  to  the  Emer- 
gency Room  was  determined  and  correlated  with 
the  stage  of  the  disease.  Only  163  of  the  total 
group  of  300  patients  reported  to  the  Emergency 
Room  within  18  hours  of  the  onset  of  symptoms, 
and  an  additional  55  were  seen  within  48  hours 
of  onset.  Of  the  166  patients  who  were  found  to 
have  acute  appendicitis  without  perforation, 
twelve  had  symptoms  longer  than  three  days 
while  28  of  the  74  patients  with  perforation  had 
symptoms  three  days  or  longer. 

POSTOPERATIVE  DIAGNOSIS 

Of  the  300  cases  the  diagnosis  of  appendicitis 
was  correct  in  240,  or  precisely  80%.  Of  these  74 
had  appendicitis  with  perforation  and  166  had 
a pathologic  diagnosis  of  acute  appendicitis  with- 
out perforation.  The  correct  diagnoses  in  all 
patients  are  summarized  in  Table  II  and  reca- 
pitulate the  diseases  commonly  confused  with 
appendicitis.  In  the  third  category  listed,  peri- 
appendicitis was  the  tissue  diagnosis,  with  no 
primary  site  of  inflammation  noted  at  operation. 


COMPLICATIONS 

All  postoperative  complications  which  occur- 

TABLE  II 


DIAGNOSIS  CASES 

Appendictis  166 

Appendicitis  with  Perforation  74 

Peri-appendicitis  & Unknown  31 

Gastroenteritis  10 

Salphingitis  8 

Mesenteric  Lymphadenitis  5 

Cystitis  and/or  Pyelitis 4 

Mittlesmertz  1 

Perforated  Duodenal  Ulcer  1 


red  within  30  day  follow-up  period  were  record- 
ed. The  most  common  complication,  as  might  be 
expected,  was  wound  infection  which  was  seen 
in  42  cases  for  a rate  of  14%.  All  complications 
are  listed  in  Table  III. 


TABLE  III 


COMPLICATIONS  CASES 

Wound  Infection  42 

Pneumonia  2 

Ileus  2 

Wound  Dehiscence  2 

Death  2 

Cystitis  2 

Hemorrhage  1 

Coloeutaneous  Fistula 1 

Pelvic  Abscess  1 

Subphrenic  Abscess 1 

Small  Bowel  Obstruction  1 


DRAINS 

Complications  were  also  evaluated  in  relation 
to  the  use  of  drains  in  cases  of  perforated  appen- 
dicitis. Table  IV  compares  the  occurrence  of 
abdominal  complications  in  those  patients  with 
perforated  appendices  in  whom  drains  were  used 
with  those  that  had  no  drain.  The  effect  of  drains 
on  the  length  of  hospital  stay  in  these  patients 
showed  that  patients  with  drains  stayed  an  aver- 
age of  13.7  days  as  compared  to  9.4  days  in  those 
patients  in  whom  drains  were  not  used.  It  did 
not  appear  that  the  severity  of  the  disease  play- 
ed a role  in  deciding  on  the  use  of  drainage,  but 
rather  the  individual  choice  of  the  surgeon  seem- 
ed to  be  the  deciding  factor. 


g50  DECEMBER  1973  ® XXX  e 12 


TABLE  IV 

Complications  Drains  (45)  No  Drain  (29) 

Wound  Infection  19  9 

Wound  Dehiscence  1 1 

Ileus  2 

Subphrenie  Abscess 1 

Colocutaneous  Fistula  1 

Hemorrhage  1 

DISCUSSION 

The  results  of  treatment  of  acute  appendicitis 
at  Maricopa  County  General  Hospital  in  the 
past  2V2  years  is  some  ways  comparable  to  the 
results  reported  by  other  similar  institutions. 

An  analysis  of  1,000  consecutive  cases  from 
Chicago’s  Columbus  Hospital,  reported  by  Drs. 
Mittelpunkt  and  Nora,3  showed  some  interesting 
similarities  as  well  as  contrasts  with  our  own 
experience.  About  95%  of  their  patients  reported 
to  a physician  within  48  hours  of  onset  of  symp- 
toms and  24%  of  their  patients  had  perforated 
appendices  at  surgery.  Their  patients  experienc- 
ed an  average  delay  of  24  hours  between  the 
time  patients  were  first  seen  and  the  time  of 
operation  in  72.5%  of  the  cases.  Our  experience 
was  somewhat  different  in  that  our  patients  do 
not  report  for  care  as  early,  only  73  having  been 
seen  within  48  hours  after  onset  of  symptoms. 
The  average  time  lag  between  being  seen  in  our 
Emergency  Room  and  admission  to  the  Operat- 
ing Room,  on  the  other  hand,  was  only  5 hours. 
The  rate  of  perforation  in  our  series  (31%)  was 
similar  to  the  rate  of  Mittelpunkt  and  Nora’s. 

Early  diagnosis  and  operative  intervention 
contribute  to  the  best  treatment  of  appendicitis. 
A study  by  Swink4  of  500  patients  from  middle 
income  families,  and  all  operated  on  by  General 
Surgeons,  are  in  distinct  contrast  to  our  experi- 
ence with  indigent  patients.  Although  their  diag- 
nostic accuracy  was  identical  with  our  (80% 
correct)  his  reported  rate  of  perforation  was 
only  5%,  and  the  wound  infection  rate  in  his 
series  was  less  than  4%.  These  figures  demon- 


state the  contrast  in  the  results  of  treatment  in 
a well  educated  population  with  readily  acces- 
sible medical  care  compared  to  results  of  care  in 
the  indigent  population  of  the  County  Hospital 
with  social  problems  which  interfere  with  the 
delivery  of  quality  medical  care. 

In  a prospective  study,  Magarey,  et  ah, 2 con- 
cluded that  the  use  of  drains  increased  the  num- 
ber of  febrile  postoperative  days  and  directly  in- 
creased the  rate  of  wound  infection.  The  use  of 
antibiotics  in  cases  of  perforated  appendices 
without  drainage  was  related  to  a decrease  in 
the  number  of  febrile  days  and  a reduction  of 
abdominal  complications.  There  was  no  effect 
of  systemic  antibiotics  on  the  incidence  of  wound 
infections.  Our  study  suggested  an  increase  in 
wound  infections  with  the  use  of  drains  as  well 
as  an  increase  in  overall  morbidity  with  prolon- 
gation of  the  hospital  stay.  Although  lack  of  con- 
trols make  it  impossible  to  draw  conclusions, 
drains  certainly  did  not  prevent  the  formation 
of  intrabdominal  abscesses  after  apendectomy 
for  appendicitis. 

CONCLUSIONS 

1)  Appendicitis  as  a large  County  Hospital 
occurs  frequently  and  continues  to  have  a sig- 
nificant morbidity. 

2)  Appendicitis  is  best  treated  in  those  pa- 
tients who  present  themselves  with  symptoms 
within  18  hours  of  onset. 

3)  Use  of  abdominal  drains  for  other  than 
localized  abscesses  probably  increases  patient 
morbidity. 
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THE  ROLE  OF  THE  PHYSICIAN  IN 
PLANNING  AND  IMPLEMENTING 
SERVICES  FOR  ALCOHOLICS 


The  recent  recognition  of  alcoholism  as  both 
a medical  and  community  problem,  requiring 
the  institution  of  new  programs  such  as  the  Local 
Alcoholism  Reception  Center  mandated  by  S.B. 
1107  which  was  passed  by  the  Arizona  Legisla- 
ture in  1972,  is  in  marked  contrast  to  the  prevail- 
ing legal  attitudes  which  have  existed  for  many 
decades  and  have  been  coupled  with  the  serious 
neglect  of  any  other  aspect  of  the  problem.  The 
thrust  of  this  recent  legislation,  and  other  ex- 
amples of  community  action  that  have  identified 
alcoholism  as  a medical  and  community  prob- 
lem, make  it  imperative  that  physicians  pay  new 
attention  to  this  old  problem  and  participate  in 
the  development  of  new  programs  for  compre- 
hensive community  alcoholism  services. 

Physicians  may  question  what  will  be  their 
roles  in  the  development  of  these  services. 
Should  the  physician  be  only  responsive  to  the 
medical  complications  associated  with  alcohol- 
ism, such  as  liver  disease  and  pneumonia,  or 
should  he  have  a broader  based  involvement 
with  the  alcoholic  than  he  has  had  to  date? 

In  any  analysis  of  the  roles  of  the  physician, 
it  is  important  to  understand  the  historical  con- 
text which  the  alcoholic  has  been  viewed  by  the 
medical  treatment  system.  Traditionally,  he  has 
often  been  rejected.  Many  caregivers,  including 
physicians  have  seen  him  as  disturbing,  de- 
manding, and  frustrating,  evoking  a hostile  re- 
sponse.1 At  the  same  time,  these  caregivers  of- 
fer a more  empathic  communication  to  those 

This  paper  was  prepared  from  remarks  presented  at  the  Annual 
Meeting  of  the  Texas  Medical  Association,  Symposium  on  Alco- 
holism; San  Antonio,  Texas:  May  11,  1972.  They  represent  only 
the  opinions  of  the  author  and  are  not  the  established  positions 
of  any  of  the  organizations  with  which  the  author  is  affiliated. 
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with  other  types  of  illnesses.  It  should  be  recog- 
nized that,  treatment  of  the  alcoholic  is  a diffi- 
cult responsibility  to  accept,  since  it  is  often 
fraught  with  demands  which  are  impossible  to 
meet,  and  possible  failure. 

The  reluctance  of  some  physicians  to  become 
involved  in  the  treatment  of  alcoholism,  except 
pertaining  to  its  physical  sequelae,  has  been 
fortified  and  supported  in  the  past,  by  the  un- 
willingness of  many  hospitals  and  third  party 
payers  (including  insurance  carriers)  to  recog- 
nize alcoholism  as  a realistic  problem.  Mislead- 
ing diagnoses  upon  admission  have  been  requir- 
ed to  obtain  payment  and  have  been  used  to 
hide  the  true  nature  of  the  illness. 

Consequently,  if  the  physician  is  to  play  a 
critical  part  in  the  development  of  comprehen- 
sive community  alcoholism  services,  not  only  do 
physicians,  who  are  more  open  to  the  problem 
of  alcoholism  and  its  treatment,  need  to  be  em- 
ployed; but  also  a considerable  educational  task 
must  be  undertaken  for  other  physicians  and 
groups  in  the  community,  to  reduce  attitudinal 
barriers. 

These  attitudinal  barriers  have  been  engend- 
ered partly  by  the  helplessness  and  dependency 
of  the  chronic  alcoholic.  The  physician,  who 
often  sees  himself  overwhelmed  by  the  depen- 
dent need  of  his  patients,  is  unwilling  to  accept 
the  dependency  needs  of  one  of  the  most  de- 
pendent individuals  of  all,  the  chronic  alcoholic.1 
When  this  is  coupled  with  the  common  belief 
that  recovery  from  alcoholism  should  be  a matter 
of  “will,”  a dangerous  combination  is  set  up 
which  prevents  the  physician  from  becoming  in- 
volved in  the  treatment  of  the  alcoholic. 

On  the  other  hand,  it  is  also  realistic  to  recog- 
nize that  the  care  of  the  alcoholic  may  be  be- 
yond the  capability  of  a single  physician.  Per- 


haps  the  dependency  of  the  alcoholic  requires 
the  provision  of  treatment  through  more  ade- 
quate team  support  by  the  physician  in  his  role 
as  a primary  caregiver.  Furthermore,  it  may 
also  he  important  to  realize  that  the  physician 
may  not  necessarily  be  the  person  best  able  to 
communicate  with  the  alcoholic.  His  relationship 
with  the  alcoholic  might  realistically,  rather  than 
from  bias,  be  confined  to  the  areas  of  medical 
expertise.  This  only  he  possesses  among  all  the 
members  (nurses,  social  workers,  alcoholism 
counselors,  etc.)  of  the  treatment  team. 

A suggested  methodology  has  been  the  de- 
velopment of  a position  for  a Coordinator  for 
Alcohol  Abuse  Services  within  the  staffing  pat- 
tern of  the  Pima  County  General  Hospital,  and 
funded  originally  through  a grant  from  the 
Arizona  Health  Department.  This  has  been  em- 
ployed within  the  comprehensive  alcoholism 
program  of  Pima  County  ( Tucson ) for  imple- 
menting the  concept  of  encouraging  and  sup- 
porting the  efforts  of  physicians  in  treating 
alcoholics. 

This  individual,  who  is  a nurse,  is  available 
to  the  medical  and  surgical  services  and  to  physi- 
cians who  work  within  them,  as  an  alcoholism 
consultant  and  specialist  for  any  patient  who  is 
admitted  to  the  hospital  for  treatment  of  a prob- 
lem related  to  alcoholism. 

Instead  of  a situation  developing  in  which  the 
physician  admits  his  patient  to  the  hospital  for 
treatment  of  a physical  problem  related  to  alco- 
holism and  never  discusses  with  the  patient  the 
basic  problem  of  alcoholism,  the  Coordinator  is 
called  in  by  the  physician  to  see  the  patient  at 
a very  early  date  and  to  openly  discuss  with  the 
patient  the  diagnosis  of  alcoholism.  The  need  is 
to  treat  the  alcoholism  itself  as  an  illness  once  the 
basic  physical  problems  which  have  brought  the 
patient  to  the  hospital  are  dealt  with. 

Having  this  support  from  an  allied  professional 
removes  the  physician  from  being  the  only  care- 
giver who  is  available  to  meet  the  dependency 
needs  of  the  alcoholic.  In  this  role,  the  Coordina- 
tor is  offering  help  to  the  physician  who  is  inter- 
ested in  not  just  treating  the  medical  problem 
with  which  the  patient  presents,  but  also  con- 
fronting the  patient  with  the  underlying  problem 
of  alcoholism. 

During  the  first  year  of  this  program,  many 
more  patients  in  the  hospital  were  clearly  identi- 
fied as  problem  drinkers  than  had  been  in  the 


past.  Consultation  requests  to  the  Coordinator 
regarding  the  problem  of  alcoholism  itself  rose 
at  a significantly  higher  rate  than  consultation 
requests  regarding  the  medical  and  surgical  se- 
quelae of  the  problem.2  Consequently,  when  the 
patient  was  discharged  from  the  hospital,  not 
only  could  he  continue  to  be  seen  by  his  general 
physican  for  followup  of  the  medical  or  surgical 
problem  which  brought  him  into  the  hospital, 
but  also  he  could  receive  continuing  care  pro- 
vided in  association  with  the  rest  of  the  treat- 
ment team  to  help  the  patient  recover  from  his 
basic  disease,  alcoholism. 

This  cooperative  venture  not  only  provides  an 
excellent  opportunity  for  the  education  of  physi- 
cians and  other  hospital  personnel  about  the 
basic  concepts  of  alcoholism  treatment,  but  also 
helps  to  identify  many  problem  drinkers  who,  in 
the  past,  have  remained  “non-visible.”  They  can 
now  be  brought  into  the  treatment  system  spe- 
cifically for  their  alcoholism.3 

Another  critical  aspect  of  the  role  of  the  physi- 
cian in  implementing  services  for  alcoholics  is 
the  area  of  emergency  treatment  of  the  intoxi- 
cated alcoholic.  As  indicated  previously,  many 
hospitals  have  in  the  past  barred  the  doors  of  the 
emergency  room  to  the  treatment  of  intoxicated 
alcoholics  turning  the  problem  over  to  law  en- 
forcement agencies  and  using  the  local  jail  as  a 
detoxification  center.  It  has  only  been  recently 
that,  as  a result  of  pressure  brought  about  by  the 
increasing  recognition  of  alcoholism  as  an  impor- 
tant community  problem,  some  of  these  hospitals 
have  begun  to  face  the  issue  of  treating  intoxi- 
cated alcoholics  in  the  emergency  room.4 

Before  hospitals  are  criticized  too  quickly,  one 
should  examine  the  question  of  whether  the  in- 
toxicated alcoholic  is  appropriately  a medical 
emergency  who  must  be  seen  in  the  emergency 
room.  For  decades,  most  intoxicated  alcoholics 
have  not  been  viewed  as  medical  emergencies, 
let  alone  as  medical  problems.  If  the  local  jail 
is,  however,  not  an  appropriate  treatment  center 
and  the  intoxicated  alcoholic  is  not  usually  a 
medical  emergency,  then  what  kind  of  services 
are  required? 

In  Arizona,  the  Legislature  in  a bold  step  for- 
ward enacted  a bill  in  1972  which  will  remove 
public  intoxication  from  the  Criminal  Code  on 
January  1,  1974,  becoming  the  10th  state  in  the 
U.  S.  to  make  this  move.  Furthermore,  the  Legis- 
lature provided  funds  for  the  development  of 
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non-hospital  based  Local  Alcoholism  Reception 
Centers  ( LARC’s ) which  can  be  used  as  intake, 
diagnostic,  and  evaluation  resources  for  the  in- 
toxicated alcoholic  and  serve  as  triage  points  for 
further  management.  The  availability  of  medical 
input  to  provide  appropriate  direct  services  as 
well  as  consultation  in  the  development  of  es- 
sential support  services  will  be  critical  to  the 
success  of  these  centers. 

The  evolution  of  these  reception  centers  away 
from  the  emergency  room  of  the  general  hospital, 
but  geographically  closely  related,  cannot  only 
remove  the  responsibility  of  treating  intoxicated 
alcoholics  from  the  emergency  room  setting,  but 
can  serve  to  supplant  the  local  jail  which  has 
been  to  date  the  principal  resource  for  the  treat- 
ment of  this  aspect  of  the  alcoholism  problem. 

If  physicians  and  general  hospital  administra- 
tors feel  that  it  is  not  appropriate  for  them  to 
treat  most  alcoholics  in  their  emergency  room, 
then  it  becomes  even  more  important  that  they 
cooperate  with  alcoholism  planning  groups  in 
the  development  of  these  alternative,  but  po- 
tentially equally  effective,  resources.  Participa- 
tion in  the  planning  process  of  these  programs 
by  physicians,  as  well  as,  participation  in  the 
actual  delivery  of  services,  through  the  provision 
of  physician  coverage  to  these  reception  centers 
is  essential  to  their  success.  Furthermore,  if  hos- 
pitals and  physicians  participate  in  developing 
these  reception  centers  and  accept  their  role  as 
triage  facilities,  then  they  must  also  be  willing 
to  provide  the  necessary  backup  resources  for 
that  alcoholic  who  requires  emergency  medical 
care  in  the  hospital  emergency  room  or  possible 
admission. 

The  evolution  of  these  new  roles  for  physi- 
cians and  hospitals  in  the  conceptualization, 
planning,  and  implementation  of  comprehensive 
alcoholism  services  will  bring  together  not  only 
physicians,  but  other  professionals  and  para- 
professionals  such  as  nurses,  social  workers,  and 
alcoholism  counselors  in  a common  effort.  Any 
attempt  of  this  magnitude  will  generate  com- 
munication problems  between  the  members  of 
the  planning  teams  based  on  role  definitions  and 
traditional  concepts. 

Consequently,  it  is  also  important  to  realize 
that  training  will  have  to  be  instituted  which  will 
open  up  communication  lines  between  individual 
staff  members  whose  past  experiences  have  been 
almost  180°  apart.  Training  must  be  bidirection- 
al and  should  be  developed  by  joint  planning 


teams  representative  of  all  involved  disciplines. 
Cooperation  with  universities  and  community 
colleges  can  also  provide  an  excellent  resource. 

The  professional  must  learn  to  understand  the 
needs  of  the  non-medical  professional  and  para- 
professional  and  how  he  can  provide  adequate 
supervision  to  them.  This  will  reassure  them  that 
they  have  an  important  role  within  the  compre- 
hensive program  and,  that  they  will  not  be  re- 
quired to  undertake  tasks  for  which  they  do  not 
have  competence.  On  the  other  hand,  the  para- 
professional,  particularly  the  recovered  alcoholic, 
must  be  trained  in  a manner  which  will  alleviate 
suspicions  about  professionals  that  have  resulted 
from  his  own  past  experiences  as  an  alcoholic. 

SUMMARY 

The  need  to  develop  comprehensive  alcohol- 
ism programs  is  a reality.  The  physician,  as  a 
primary  caregiver  and  as  a leader  of  the  treat- 
ment team,  must  not  remain  outside  of  these 
endeavors  to  create  new  comprehensive  alcohol- 
ism programs.  The  physician  must  not  only  be 
willing  to  work  with  professionals  and  non-pro- 
fessionals in  the  treatment  of  alcoholics,  but  he 
must  also  recognize  that  the  support  of  these 
members  of  the  treatment  team  can  help  to  dif- 
fuse the  tremendous  depenedency  needs  of  the 
alcoholic,  which  have  previously  been  brought 
to  bear  on  the  physician  alone,  and  have  also 
been  responsible  for  many  negative  attitudes  to- 
ward alcoholics. 

Likewise,  hospitals  must  also  recognize  that 
their  participation  in  the  development  of  com- 
prehensive alcoholism  programs  is  an  equally 
important  component  of  the  process.  They  should 
work  with  planners  to  develop  alternate  facili- 
ties to  hospital  based  programs  and  provide  a 
comprehensive  backup  service  for  those  who  do 
require  hospital  based  services. 

These  important  issues  must  be  recognized  by 
both  physicians  and  planners  of  comprehensive 
comunity  alcoholism  programs  or  the  golden  op- 
portunity which  has  been  given  through  the  re- 
cently increased  funding  in  Arizona  for  the  de- 
velopment of  comprehensive  alcoholism  pro- 
grams will  be  lost. 
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CLINICAL  NOTE 

COMPARISON  OF  SKIN  TEST  REACTIVITY  UTILIZING 
COCCIDIOIDIN  OBTAINED  FROM  TWO  SOURCES 


LLOYD  K.  SWASEY,  M.D. 
INTRODUCTION 

In  July,  1970  at  the  Arizona  State  Sanatorium, 
sixty  recently  admitted  patients  concurrently  un- 
derwent diagnostic  skin  testing  using  Coccidioi- 
din  available  from  Cutter  Laboratories,  Berkeley, 
California  and  Bioproducts  Research  Labora- 
tories, Inc.,  Tempe,  Arizona. 

Prior  to  1942,  and  particularly  since,  hundreds 
of  thousands  of  non-immune  people  have  come 
to  Arizona,  an  endemic  area.1  Some  have  come 
as  visitors,  others  to  assume  permanent  residence. 
Further,  a multitude  of  people  in  automobiles, 
many  on  vacation,  pass  thru  our  endemic  area. 
The  development  of  new  farm  land,  the  exten- 
sion of  homesites  and  commercial  development 
in  previously  raw  Sonoran  desert  areas  adds  to 
the  possibility  of  contracting  a primary  cocci- 
dioidal infection. 

From:  4821  North  28th  St.,  Phoenix,  AZ  85016. 
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With  the  above  mentioned  influx  of  people, 


the  total  number  of  those  engaged  in  the  prac- 
tice of  medicine  has  likewise  increased  markedly. 

Smith2  confirmed  “coccidioiden  is  not  signifi- 
cantly antigenic;  therefore,  development  of  sensi- 
tivity between  tests  is  valid  evidence  of  cocci- 
diodal  infection.  Moreover,  the  skin  tests  do  not 
stimulate  the  formation  of  humoral  antibodies 
and  should  be  performed  prior  to  serological  pro- 
cedures for  the  additional  information  they  furn- 
ish.” Fiese3  stresses  that  the  informed  physician 


should  know  the  diagnosticaly  significant  reac- 
tion for  different  diagnosis,  and  that  coccidioidin 
sensitivity  after  infection  is  generally  of  long 
duration. 

MATERIALS  AND  METHOD 

Coccidioidin  skin  testitng  was  administered  by 
registered  nurse  personnel  accustomed  and  skill- 
ed in  this  field.  Two  antigens  were  used,  Cocci- 
dioidin, Cutter  Laboratories,  Lot  #4398  and  Bio- 
cox, Bioproducts  Research  Laboratories,  Lots 
#lA-9  and  2A-9.  The  dilutions  were  1-100  and 
1-10  as  supplied  by  the  manufacturers. 

B-D  Tuberculin  disposable  plastic  syringes 
lcc,  with  disposable  26  gauge  needles  were  used 
for  each  individual  skin  test. 

Intradermal  injection  of  O.lcc  of  the  testing 
material  was  applied  on  the  volar  surface  of  the 
left  forearm  ( Cutter ) and  right  forearm  ( Bio- 
products), a positive  reaction  being  an  indura- 
tion of  5 mm  or  more  in  diameter.  All  reactions 
( indurations ) were  read  and  reported  in  48 
hours. 

Those  patients  tested  with  the  1-10  dilution 
were  skin  tested  48-72  hours  following  the  read- 
ing of  the  reaction  (induration)  to  the  1-100  di- 
lution. The  new  skin  tests  were  applied  a mini- 
mum of  2-2%  cm  below  the  previous  test.  Again 
the  reading  and  reporting  was  at  48  hours. 

SUMMARY 

1. Two  coccidioidin  skin  testing  solutions,  com- 
mercialy  available,  were  compared. 

2.  Reactions  measuring  5 mm  or  more  were 
read  as  positive. 

3.  Both  1-100  and  1-10  dilutions  were  utilized 
as  these  dilutions  are  available  and  continue  to 
be  used. 

4.  The  1:100  concentration  showed  some  vari- 
ation with  conclusion  that  there  is  no  significant 
difference  between  the  two  brands  at  the  1% 
level  of  significance. 

Regarding  the  1:10  concentration,  the  test 
statistics  of  both  the  Chi  Squared  test  and  the 
Normal  test  yield  results  that  indicate  clearly 
there  is  no  significant  difference  in  the  two 
brands  at  the  1.10  concentration. 
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Recently  the  public  has  been  informed  of  dis- 
sension regarding  the  management  of  a major 
hospital.  The  problems  were  created  by  physi- 
cians, administrators  and  trustees  because  of  er- 
rors of  omission  and  commission.  Not  unlike 
Watergate,  the  spin-off  of  issues  caught  fire  and 
were  close  to  destroying  confidence  in  a fine  in- 
stitution which  was  continuing  to  serve  the  pub- 
lic and  the  profession  (refer  to  Arizona  Medi- 
cine, September,  1973).  The  major  issues  were 
settled  on  November  1,  1973,  because  of  the 
leadership  of  Sister  Alice  Montgomery,  Presi- 
dent of  the  Board  of  Directors,  and  Jack  E. 


ON  THE  IMPORTANCE  OF 


RESPONSIBLE  MEDICAL 


STAFF-ADMINISTRATIVE-TRUSTEE 


ORGANIZATION 


Brooks,  M.D.,  Chairman  of  the  Select  Com- 
mittee of  St.  Joseph’s  Hospital  and  Medical  Cen- 
ter. Their  joint  policy  statement  and  letter  are 
published  on  page  861.  It  must  be  recog- 
nized that  these  relationships  are  even  more 
complex  than  that  of  a family  or  of  a cor- 
poration and  that  mutual  participation  and  de- 
lineation of  responsibility  and  authority  are  es- 
sential. Sister  Alice  Montgomery,  Doctor  Brooks 
and  their  co-workers  deserve  the  appreciation 
and  support  of  all  concerned. 

John  R.  Green,  M.D. 
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IS  THERE  A SANTA  CLAUS? 


PHILIP  E.  DEW,  M.D. 
PRESIDENT 


When  my  children  ask,  we  have  tried  to  tell 
them  that  Santa  Claus  does  exist  as  a concept 
embodying  love,  generosity,  dedication,  warmth, 
and  joy  to  the  world!  My  boys  just  laugh  and 
say,  “We  know  better,  Dad  has  been  Santa 
Claus  all  the  time!”  I could  go  a long  way  and 
do  a lot  worse! 

Recent  polls  indicate  that  the  individual  phy- 
sician still  has  a good  image  to  at  least  half  of 
the  public.  Organized  medicine,  like  all  organi- 
zations recently,  fares  somewhat  less  well.  Yet, 
organized  medicine  must  deal  with  government 
to  safeguard  the  quality  of  care  and  interests 
of  our  patients  at  all  levels.  It  is  probably  too 
much  to  hope  that  the  public  or  their  elected 
representatives  will  really  understand  the  sacri- 
fice, the  long  hours,  the  responsibility,  the  stress, 
that  has  gone  into  getting  a medical  education 
and  into  the  practice  of  medicine.  It  is  probably 
equally  unrealistic  to  expect  them  to  under- 
stand that  organized  medicine  represents  an  ac- 
cumulation of  these.  It  would  be  enough  at  this 
point  to  feel  that  we  were  being  treated  as 
well  as  the  rest  of  the  citizenry  and  were  being 
given  just  and  fair  consideration. 

What  do  you  want  for  Christmas?  I am  sure 
any  of  us  would  put  high  on  our  list  of  priorities 
that  those  who  have  control  over  our  destiny  in 
government  be  those  who  appreciate  and  under- 
stand us  and  at  least  give  us  fair  and  unbiased 
treatment.  Organized  medicine’s  image  has  been 
worked  on  and  shows  a great  deal  of  improve- 
ment in  recent  times.  There  is  also  a way  that 
you  can  work  toward  the  best  possible  Christ- 
mas, and  that  is  by  helping  get  representatives 
of  the  people  of  the  quality  I just  described. 

My  bill,  like  yours,  for  membership  in  all 
three  levels  of  medicine  just  came.  At  the  bot- 
tom is  AMPAC-ArMPAC— $20.00.  The  PAC 
(Political  Action  Committee)  movement  is  de- 
signed to  help  elect  people  to  public  office  who 
understand  medicine’s  problems  and  are  willing 
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to  work  with  us  in  solving  them.  Membership 
is  at  an  all  time  high  for  the  sixth  consecutive 
year.  The  leadership  consists  of  over  1,000  phy- 
sicians and  their  wives  plus  community  leaders 
who  serve  on  Board  of  Directors  of  state  political 
action  committees  as  well  as  playing  active  roles 
in  candidate  support  committees  in  their  com- 
munities. Is  the  movement  successful?  AMPAC 
supported  30  candidates  for  the  U.S.  Senate  and 
243  candidates  for  the  U.S.  House  of  Representa- 
tives in  1971-72.  We  won  66.7%  of  the  Senate 
races  and  SO.2%  of  the  House  races  for  an  over- 
all batting  average  of  78.5%.  AMPAC  did  not 
participate  in  the  1972  Presidential  race  as  has 
been  its  policy  since  AMPAC  began.  Our  Arizona 
Medical  Political  Action  Committee  under  the 
superb  leadership  of  Val  Langston,  was  active 
and  effective  in  Congressional  races  with  100% 
of  those  supported  by  ArMPAC  in  the  1972  Gen- 
eral election  being  elected.  All  of  the  funds  con- 
tributed to  AMPAC  and  ArMPAC  from  physi- 
cians and  their  wives  go  directly  to  candidate 
support.  Contributions  are  not  used  for  educa- 
tional or  administrative  expenses.  Incidentally, 
AMPAC  and  ArMPAC’s  legal  status  is  in  com- 
pliance with  the  Federal  Election  Campaign  Act 
of  1971.  AMPAC  and  ArMPAC  are  in  compli- 
ance with  Federal  reporting  procedures  and  co- 
operate with  both  the  spirit  and  the  letter  of 
the  law. 

Some  physicians  look  at  the  PAC  movement 
as  not  representing  their  particular  political  view- 
point. AMPAC  and  ArMPAC  are  bipartisan  and 
their  Boards  are  likewise  bipartisan.  If  you  don’t 
believe  that  they  support  the  candidates  of  your 
choice,  become  involved  and  change  their  phil- 
osophy! In  the  absence  of  direct  participation 
your  $20.00  would  be  accepted  with  pleasure  and 
gratitude. 

What  do  you  want  for  Christmas?  Play  Santa 
Claus  and  buy  yourself  a Christmas  present  for 
$20.00  by  joining  the  AMPAC-ArMPAC  move- 
ment. 


y 

Dean's  Page 

) 

INTERDISCIPLINARY  RESEARCH 


ON  LOCOMOTION  AT 


THE  COLLEGE  OF  MEDICINE 


A number  of  medical  college  faculty  are  in- 
volved in  programs  of  interdisciplinary  research 
which  tie  together  the  research  efforts  of  Basic 
Science  and  Clinical  Departments.  An  interest- 
ing example  is  a study  of  the  neural  control  of 
locomotion  in  experimental  animals  and  humans, 
the  main  area  of  research  for  Dr.  Douglas  G. 
Stuart,  Professor  of  Physiology,  which  involves 
faculty  in  the  College  of  Medicine,  Liberal  Arts, 
Education,  and  Engineering  of  the  University  of 
Arizona  and  a group  at  Northern  Arizona  Uni- 
versity. 

For  several  years  Dr.  Douglas  Stuart’s  electro- 
physiological  studies  on  the  cat  spinal  cord  have 
been  coordinated  with  the  research  of  Dr. 
George  E.  Goslow,  Jr.,  Associate  Professor  of 
Biology  at  Northern  Arizona  University.  In  col- 
laboration, Drs.  Goslow  and  Stuart  have  ana- 
lyzed the  natural  movements  of  unrestrained  cats 
and  provided  new  information  concerning  the 
precise  mechanisms  within  the  nervous  system 
for  the  control  of  locomotion.  To  this  continuing 
effort  a new  Tucson-based  program  was  added 
involving  input  from  Dr.  Anne  E.  Atwater,  As- 
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sociate  Professor  of  Women’s  Physical  Educa- 
tion, Dr.  John  V.  Wait,  Professor  of  Electrical 
Engineering  and  Dr.  Mary  C.  Wetzel,  Assistant 
Professor  of  Psychology.  The  Northern  Arizona 
University  program  is  now  largely  concerned 
with  the  biomechanics  of  a single  limb’s  step- 
ping movements,  while  the  research  at  the  Uni- 
versity of  Arizona  focuses  on  the  neural  control 
of  the  4-legged  stepping  sequence. 

The  interacting  roles  of  the  University  of  Ari- 
zona scientists  emphasize  the  strength  of  the 
interdisciplinary  approach. 

Dr.  Wetzel  provides  overall  coordination  of 
the  behavioral,  neurophysiological,  kinesiologi- 
cal,  and  data  analysis  components  of  the  project. 
Her  training  and  experience  in  both  psychology 
and  physiology  is  a particularly  valuable  linkage 
between  these  two  disciplines.  Her  unique  con- 
tribution is  to  direct  the  fabrication  of  appro- 
priate behavioral  apparatus  that  will  not  inter- 
fere with  normal  movement;  to  manage  the  cat 
colony  and  provide  postsurgical  care;  to  direct 
the  design  and  stereotaxic  implantation  proce- 
dures for  lesioning  electrodes;  to  direct  the 
treadmill  training  program,  and  to  provide  over- 
all planning  and  synthesis  of  behavioral  experi- 
ments in  the  context  of  the  theory  of  neural  con- 
trol mechanisms. 

Dr.  Atwater  has  primary  responsibility  for  the 
techniques  of  filming  and  the  preliminary  eva- 
luation of  the  frame-by-frame  data  as  they  are 
prepared  for  computer  analysis.  Her  detailed 
knowledge  of  kinesiology  and  movement  pro- 
vides substantial  input  to  the  actual  planning 
and  theoretical  implications  of  the  various  ex- 
periments. 

Dr.  Wait  directs  the  design  and  implementa- 
tion of  the  data  acquisition  and  analysis  systems. 
His  contribution  is  particularly  valuable  because 
of  his  previous  collaboration  with  behavioral 


scientists  and  his  present  close  interaction  with 
Dr.  Stuart  in  other  aspects  of  neurophysiology. 

Dr.  Stuart  contributes  his  many  years  of  ex- 
perience and  training  in  spinal  cord  neurophy- 
siology to  the  problems  of  surgical  intervention, 
in  particular  the  section  of  peripheral  nerves, 
deafferentation,  and  spinal  cord  lesions.  He  di- 
rects and  conducts  the  surgery,  and  trains  the 
behavioral  research  assistant  in  these  skills.  Most 
importantly,  Dr.  Stuart  has  a key  role  in  the 
group,  since  he  possesses  the  extensive  knowl- 
edge of  the  neurophysiology  of  stepping  re- 
quired to  design  and  interpret  these  experiments. 

These  Arizona-based  studies  on  locomotion 
have  already  attracted  wide  attention  and  a sum- 
mary of  work  from  the  group  was  recently  pre- 
sented by  Drs.  Stuart  and  Wetzel  at  an  inter- 
national meeting  on  the  Control  of  Locomotion 
held  at  the  University  of  Alberta  in  August. 

The  project  is  a model  of  the  interdisciplinary 
approach  in  which  behavioral  science,  phychol- 
ogy,  kinesiology  and  modern  techniques  of  com- 
puter science  in  data  analysis  are  utilized  effi- 
ciently in  a directed  assault  on  problems  of 
movement.  The  findings  have  an  immediate  ap- 
plicability to  understanding  human  movement 
and  its  neural  control  as  well  as  to  the  under- 
standing of  locomotion  in  the  cat.  To  this  end 
the  group  has  joined  forces  with  Dr.  Philip 
Gildenberg,  new  Chief  of  Neurosurgery  and  his 
London-trained  neurophysiological  colleague, 
Dr.  Krishna  Murthy.  Attempts  are  currently  be- 
ing made  to  quantitate  motor  deficits  in  patients 
with  Parkinson  disease,  cerebral  palsy  and  spas- 
motie  torticollis  in  the  expectation  of  improving 
the  efficacy  of  neurosurgical  procedures  and 
drug  therapy. 

Each  scientist  has  made  a long  range  commit- 
ment to  the  study  of  locomotion.  The  benefits  of 
their  wide-ranging  interaction  is  now  becoming 
evident. 
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Topics  Of  "A 
Current 

Medical  Interest  J 


SISTER  ALICE  MONTGOMERY 
President,  Board  of  Directors 
St.  Joseph's  Hospital  & Medical 
Center,  Phoenix 


JACK  E.  BROOKS,  M.D. 
Chairman,  Medical  Staff 
Select  Committee 


JOINT  POLICY  STATEMENT 

BOARD  OF  DIRECTORS  AND  SELECT  COMMITTEE  OF  THE  MEDICAL  STAFF 
ST.  JOSEPH'S  HOSPITAL  AND  MEDICAL  CENTER 


Dear  Doctor: 

We  are  pleased  to  announce  that  agreement 
on  issues  that  have  divided  the  medical  staff  and 
Board  of  Directors  of  St.  Joseph’s  Hospital  and 
Medical  Center  for  the  past  several  months  was 
reached  at  a meeting  of  the  Board  and  Select 
Committee  of  the  Medical  Staff  held  Thursday 
evening,  November  1.  A copy  of  the  joint  policy 
statement  agreed  upon  tonight  is  enclosed. 

The  Select  Committee  has  agreed  to  take  the 
actions  requested  of  it  by  the  Board  of  Direc- 
tors as  stated  in  the  joint  policy  statement,  and 
earnestly  and  unanimously  solicit  your  imme- 
diate and  complete  cooperation  and  support  of 
the  hospital  and  all  principles  as  outlined  in 
the  joint  statement.  We  urge  you  immediately 
to  terminate  any  non-support  and  ask  that  you 
reestablish  your  use  of  the  hospital  at  once. 

We  especially  urge  your  complete  coopera- 
tion, not  only  in  admitting  patients  to  St.  Jos- 
eph’s, but  also  full  participation  in  the  medical 
staff  organization  and  its  committees.  We  be- 
lieve that  the  decisions  reached  last  night  are 
a major  step  towards  solving  the  problems  that 
have  heretofore  existed  between  the  staff  and 
the  hospital,  and  welcome  your  help  in  resolv- 
ing any  future  problems  promptly  and  amicably. 


THE  STATEMENT 

Because  of  present  circumstances  and  for  the 
good  of  our  patients  and  the  community  we 
have  an  obligation  to  serve,  the  Board  accedes 
to  the  four  staff  resolutions  adopted  September 
10,  1973  which  are  stated  in  effect  in  Mr.  Cav- 
anaugh’s letter  of  August  30,  1973  to  the  law 
firm  of  Jennings,  Strouss  & Salmon. 

The  Select  Committee  is  advised  of  the  Board’s 
concern  regarding  the  quality  of  patient  care, 
and  requests  that  the  Select  Committee  pledge 
itself  to  exert  its  fullest  effort,  as  Physicians  of 
St.  Joseph’s  Hospital  and  men  of  good  will  to 
carefully  listen  to  the  Board’s  expression  of  con- 
cern. Therefore  the  Select  Committee  is  re- 
quested to  pledge  its  participation  in  insuring 
an  on-going  dialogue  between  the  Medical  Staff 
and  the  Board  of  Directors  regarding  these  con- 
cerns. 

Having  acceded  to  the  recommendations  of 
the  Medical  Staff,  the  Board  of  Directors  re- 
quests that  the  Select  Committee  immediately 
take  the  following  action: 

1 ) The  Select  Committee  recognizes  the  im- 
portance the  Board  of  Directors  attaches  to 
the  concept  of  a full  time  Medical  Director, 
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and  recommends  to  the  staff  its  careful  con- 
sideration of  this  matter. 

2)  The  Select  Committee  recommends  to  the 
medical  staff  of  St.  Joseph’s  Hospital  and 
Medical  Center,  and  the  officers  and  direc- 
tors of  the  Maricopa  County  Medical  So- 
ciety, that  the  boycott  of  St.  Joseph’s  hos- 
pital be  ceased  immediately,  and  that  the 
physicians  of  this  community  pledge  their 
full  support  to  this  Institution. 

3)  The  Select  Committee  recommends  that  the 
elected  Executive  Committee  shall  be  so  con- 
stituted as  to  properly  represent  the  needs 
of  the  clinical  departments  and  the  mainte- 
nance of  the  highest  possible  quality  of  care. 

4)  That  in  view  of  the  Board’s  acceptance  of 
the  recommendations  of  the  staff  regarding 
the  bylaws,  the  Select  Committee  reaffirms 
the  following  assurances  that  were  given  to 
the  Board  of  Directors  on  September  29, 
1973: 

1 ) That  the  Board  of  Directors  is  not  obli- 
gated to  automatically  approve  the  by- 
laws presented  by  the  Medical  Staff,  but 
should  carefully  consider  and  review  such 
bylaws. 

2)  That  by  taking  this  action,  the  Board  of 
Directors  has  retained  the  right  to  dis- 
approve any  provision  contained  in  said 
bylaws;  provided  that  such  disagreement 
has  a reasonable  basis. 

3)  That  in  the  event  there  is  disagreement 
between  the  Board  of  Directors  and  the 
authorized  representatives  of  the  Medical 
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Staff  concerning  the  provisions  in  said 
bylaws,  there  will  be  a joint  effort  by  the 
Board  and  Medical  Staff  to  resolve  the 
issues  of  disagreement. 

4)  That  the  Medical  Staff  Bylaw  Commit- 
tee appointed  for  the  purpose  of  writing 
the  bylaws  will  give  due  consideration  to 
the  recommendations  and  sggestions  of 
the  Board  of  Directors,  the  Hospital  Ad- 
ministration, and  the  Hospital  legal  coun- 
sel concerning  provisions  to  be  contain- 
ed therein. 

In  accepting  staff  resolution  #4  concerning 
the  presence  of  legal  counsel,  this  recommenda- 
tion is  accepted  on  the  basis  that  the  medical 
staff  counsel  be  present  at  only  those  Commit- 
tee meetings  which  seek  to  resolve  differences 
between  the  Medical  Staff  and  the  Board  of 
Directors,  but  he  shall  not  be  present  at  rou- 
tine hospital  or  Medical  Staff  meetings  or  func- 
tions. 

Dated  the  1st  day  of  November,  1973 

Sister  Alice  Montgomery, 

President  of  the  Board  of  Directors 


Jack  E.  Brooks,  M.D., 


Chairman  of  the  Select  Committee 


GRULEE  AWARD 


Hugh  C.  Thompson,  M.D.,  F.A.A.P.,  past  pres- 
ident of  the  Academy  and  professor  of  pedia- 
trics at  the  University  of  Arizona,  has  been  se- 
lected to  receive  the  1973  Clifford  G.  Grulee 
Award  for  outstanding  service  to  the  Academy. 

Dr.  Thompson  will  receive  the  award  at  the 
APP's  annual  meeting  in  Chicago.  The  award, 
created  in  1951  by  the  Academy,  consists  of  a 
gold  medal  and  is  named  for  the  late  Clifford 
G.  Grulee,  M.D.,  first  secretary  of  the  Academy 
and  one  of  its  founders. 

The  Grulee  Award  winner  has  given  over  16 
years  of  continuing  service  to  the  Academy  since 
1957  when  he  was  Arizona  chapter  chairman  for 
five  years.  In  1962  he  stepped  up  to  become 
chairman  of  District  VIII,  a position  he  held 
until  1967.  He  was  a member  of  the  Finance 
Committee  1964-68  and  at  the  present  time  is 
chairman  (for  four  years)  of  the  Committee  on 
Standards  of  Child  Health  Care;  chairman,  Joint 
Committee  on  Quality  Assurance  of  Ambula- 
tory Child  Health  Care;  members  of  the  Coun- 
cil on  Pediatric  Practice  ( nine  years ) ; and  mem- 
ber of  the  Section  on  Community  Pediatrics. 

Dr.  Thompson  received  his  M.D.  from  Colum- 
bia University  in  1930  and  took  his  internship 
at  St.  Luke’s  Hospital  and  Babies  Hospital  in 
New  York  City. 

He  entered  private  practice  in  Albany,  N.  Y., 
in  1933  where  he  remained  until  1938  when  he 
established  another  practice  in  Tucson,  Ariz.  In 
1943  he  interrupted  his  practice  to  serve  in  the 
army  for  two  years. 


In  March  1970,  Dr.  Thompson  left  private 
practice  to  join  the  faculty  of  the  University  of 
Arizona  as  a professor  of  pediatrics  and  com- 
munity medicine.  He  terminated  his  service  as 
professor  of  community  medicine  in  July  1973 
but  continues  to  act  as  professor  of  pediatrics 
at  that  institution. 

He  holds  a number  of  hospital  appointments 
in  Tucson.  He  is  attending  pediatrician  at  St. 
Mary’s  Hospital,  Tucson  Medical  Center,  and 
the  University  of  Arizona  Medical  Center.  He 
is  a consultant  in  pediatrics  at  the  U.  S.  Army 
Hospital,  Fort  Huachuca,  Ariz.,  Davis  Monthan 
Air  Force  Base  Hospital,  Tucson  and  at  Pima 
County  Hospital,  Tucson  where  he  was  formerly 
chief  of  staff. 

Dr.  Thompson  is  the  past  president  of  the 
Pima  County  Medical  Society,  the  Arizona  Pe- 
diatric Society  and  the  American  Academy  of 
Pediatrics. 

He  is  a member  of  the  American  Academy  of 
Allergy  and  of  the  Arizona  Medical  Association 
where  he  has  served  as  a member  of  the  board 
of  directors;  member  of  the  Grievance  Commit- 
tee, Locum  Tenens  and  Health  Manpower  Com- 
mittee; and  chairman  of  the  Committee  on  Med- 
ical Economics,  the  Section  of  the  Physicians 
Assistant  and  the  Professional  Board. 

In  the  Pima  County  Medical  Society  he  has 
also  held  a number  of  positions  including  the 
chairmanship  of  the  following  committes;  Griev- 
ance; Public  Health  and  School  Medicine;  Pub- 
lic Relations;  Cystic  Fibrosis;  and  Oral  Polio 
Immunization  Drive  for  Pima  County,  1966. 
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MEDICAL  PROFESSION 
SELF  DISCIPLINE  URGED 

“Medical  societies  appear  to  have  been  re- 
luctant to  tackle  tough  problems  relating  to 
questionable  actions  by  their  members.  It  is 
amazing  how  many  excuses  can  be  found  for 
not  conducting  an  investigation  or  for  not  tak- 
ing action,”  says  the  editorial. 

“The  profession  must  not  rely  on  excuses.  If 
discipline  is  necessary,  it  should  be  adminis- 
tered. 

“In  the  legal  profession,  there  is  a saying 
that  hard  cases  make  bad  law.  This  hip-pocket 
maxim  can  be  applied  to  medicine.  When  cases 
of  alleged  unethical  conduct  are  not  handled 
within  the  profession  and  are  ‘exposed’  to  the 
public  as  not  handled,  the  ends  of  justice  are 
overshadowed  by  the  dictates  of  expediency 
and  pragmatism.  Hard  law  results.  Reaction, 
overreaction,  backlash  — bad  law  is  inevitable. 

“To  the  extent  that  medical  society  discipline 
is  observed  (and  demonstrated  to  the  public  as 
being  viable),  restrictive  judicial  and  statutory 
regulations  will  be  avoided.  With  each  example, 
feeling  builds  up,  and  it  may  manifest  itself 
unexpectedly  as  the  result  of  some  trivial  epi- 
sode. 

“Medical  societies  alone  and  medical  societies 
in  concert  with  boards  of  medical  examiners 
have  two  responsibilities  today  in  medical  dis- 
cipline: (1)  they  must  impose  discipline  when 
it  is  reasonably  called  for,  and  (2)  they  must 
publicize  their  actions  so  the  faith  of  the  public 
may  be  restored.” 

Reprinted  from  JAMA  10-29-73. 


In  Memoriam 

J 

Cummings,  Harry  A 191 1-1973 

Duncan,  Arnott  K 1889-1973 

Esnhorn,  Harold  1913-1973 

Elkins,  Charles  1913-1973 

Gluck,  Martin 1898-1973 

Gregory,  T.  Richard 1920-1973 

Haley,  Jr,  R.  J. 1902-1973 

Kline,  Clifford  L 1903-1973 

Manning,  W.  R.  1910-1973 

Melton,  Bernard  L.,  Jr.  . .1896-1973 

Merkling,  Fred  C,  Jr 1931-1973 

MikeSI,  John  S 1904-1973 

Miller,  Arden  L.  1913-1973 

Mulligan,  V.  A 1904-1973 

Omer,  Joy  A 1885-1973 

Reid,  Duncan  Earl  1905-1973 

Robb,  Mayo 1894-1973 

Sklar,  Isidore  Allen  1906-1973 

Wagner,  Alphonse  J 1905-1973 

Wright,  Arthur  F 1905-1973 
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WHO  KILLED  COCK  ROBIN? 
OR  DOES  AMA  LIMIT  PHYSICIAN  TRAINING? 


Editorial  comment:  John  W.  Kennedy,  M.D.;  Harvard  in  1933; 
Diplomate  of  the  American  Board  of  Radiology  in  1942;  Presi- 
dent of  the  Maricopa  County  Medical  Society  1969;  retired  from 
active  practice  1973.  Known  by  many  eponyms,  one  is  Dry  Gulch 
Jake. 


DRY  GULCH  JAKE 

This  is  a popular  hatchet  question  used  by  the 
fringe  health  planners  to  further  belittle  efforts 
of  organized  medicine.  Ask  any  one  of  your  med- 
ical friends  this  question,  chances  are,  even  if  he 
is  “turned  off”  by  the  American  Medical  Asso- 
ciation, he  probably  would  not  agree  that  this 
sort  of  a question  is  founded  on  fact. 

AMA  President  Roth  in  his  short  appearance, 
“equal  time”  on  the  NBC  Today  Show  made  the 
point  that,  “AMA  don’t  own,  operate,  or  con- 
trol any  medical  school  or  its  admission  policies” 
and  17  new  schools  have  started  in  the  past  six 
years.1  (Can  you  name  half  of  them?) 

Dr.  James  Grobe,  who  must  have  the  greatest 
Public  Relations  Department  since  Barnum,  in 
his  recent  interview  published  in  U.  S.  News 
and  World  Report  alluded  to  this  rumor  also  to 
deny  it.2 

But  no  one  takes  the  time  to  wonder  why 
there  was  ever  a reason  to  suspect  the  AMA  of 
this  Calumny.  The  repetition  of  the  charge  has 
almost  established  its  authenticity  a la  Hitler. 
As  A1  Smith  put  it,  “Let’s  look  at  the  record” 
and  Doctor  Rosemary  Stevens,  not  exactly  a 
friend  of  the  medical  establishment  policies, 
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documents  the  origin  of  this  rumor  very  care- 
fully.3 

The  first  shadow  of  this  baleful  influence  — 
“a  cloud  no  bigger  than  a man’s  hand”  came 
with  the  Flexner  report  ( 1910 ) and  the  subse- 
quent closing  of  many  substandard  medical 
schools  in  response  to  this  report  and  the  public 
clamor  which  arose  afterwards.  “Between  1904 
and  1915  ninety-two  medical  schools  merged  or 
closed  their  doors  in  the  face  of  the  higher  State 
Board  requirements,  financial  difficulties,  or  the 
adverse  publicity  of  the  Flexner  report.”3  The 
AMA  sanctioned  and  pushed  for  higher  stand- 
ards, a laudable  effort,  which  has  continued  to 
the  present  time. 

Prior  to  this  in  1893  Johns  Hopkins  set  a new 
standard,  for  entrance,  so  high,  the  trustees  were 
reluctant  to  accept  it.  It  required  that  the  can- 
didate have  an  AB  degree  or  equivalent  with 
knowledge  of  French  or  German.  Osier  is  said 
to  have  remarked,  “Welch  you  and  I are  lucky 
to  get  in  as  Professors  for  I am  sure  neither  of 
us  could  get  in  as  students.” 

WWI  came  along  and  it  was  apparent  that 
onlv  a small  percentage  of  the  self  proclaimed 
specialists,  or  part-time  specialists  were  compe- 
tent. And  the  AMA  missed  the  boat  on  regula- 


tion of  post  graduate  training  where  it  had  suc- 
ceeded so  well  in  upgrading  undergraduate 
medical  education. 

In  the  ’30’s  “most  of  the  AMA  membership 
were  still  general  practitioners  although  the  dele- 
gates tended  to  be  City  Specialists.”3  Even  in  the 
’20’s  60%  of  the  practitioners  claimed  a specialty 
even  if  part-time.  Part-time  specialists  and  GPs 
declined  from  120,000  in  1931  to  57,000  in  1919. 
Full-time  specialists  went  from  24,000  to  193,- 
000  in  the  same  period  and  those  of  you  who 
served  in  WWII  remember  the  premium,  in  rank, 
which  Board  Men  acquired. 

Let’s  go  back  to  WWI  and  the  depression 
years  when  the  GP  income  in  many  areas  drop- 
ped below  $2,000  per  annum.  There  were  still 
too  many  doctors  in  the  small  villages  across  the 
country.  My  Missouri  town  of  300  souls  had 
three  GPs  when  the  depression  started.  And  be- 
lieve me  the  depression  didn’t  wait  until  1929 
in  a lot  of  the  farm  areas  in  the  Middle  West, 
it  started  in  1920  when  Harding  brought  every- 
thing back  to  “normalcy.” 

Long  before  this  a President  Billings  of  the 
AMA  stressed  the  need  to  elevate  standards  and 
reduce  the  numbers  (1903)  and  by  1910  there 
was  one  doctor  for  568  persons,  large  cities  one 
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for  400  or  less  and  many  small  towns  of  200  or 
less  had  two  to  three  doctors. 

About  this  time  came  an  era  of  rapid  develop- 
ment in  medicine  and  surgery,  anesthesia,  pelvis 
surgery,  then  abdominal  searching,  thoracic,  and 
then  Harvey  Cushing  and  others  incaded  the 
skull.  The  scramble  to  acquire  skills  was  some- 
thing like  “the  land  rush  at  the  Cherokee  strip.” 
The  lure  was  a more  lucrative  practice  and 
greater  status  for  the  individual.  Then  came 
the  depression.  So  the  word  went  out  from 
Arthur  Dean  Bevan,  “decrease  the  number  of 
medical  students  by  5%  to  prevent  overcrowd- 
ing of  the  profession,  this  to  be  matched  by 
elevation  of  standards  in  medical  schools  and 
State  Board  to  eliminate  10%  more  of  the  “the 
poorest  and  the  least  desirable,”  entering  the 
profession.”3 

But  this  concern  about  the  increase  in  num- 
bers in  entering  the  profession  was  not  limited 
to  physicians;  the  same  thing  applied  to  lawyers, 
teachers,  engineers  and  many  others  and  for  the 
first  time  in  history  over-education  became  ap- 
parent in  some  fields.  Some  of  my  college  class- 
mates who  entered  engineering,  ended  up  in 
the  shipping  department  of  Famous  Barr  De- 
partment store  in  St.  Louis. 

The  Roosevelt  Administration  recommenda- 
tions for  a more  equable  distribution  of  medical 
care  was  quickly  labeled  by  the  AMA,  “there  is 
the  question  of  Americanism  versus  Sovietism 
for  the  American  people.”3  p.  187.  While  the  lan- 
guage has  been  softened  this  resistance  to  change 
has  characterized  the  AMA  reply  to  almost  every 
social  and  economic  change  in  medical  care  that 
has  since  been  proposed.  And  as  Doctor  Stevens 
observes,  “despite  the  depression  upheaval, 
changes  in  medical  practice,  rises  in  medical 
costs,  — the  organizational  system  (or  non-sys- 
tem) of  medical  care  in  1939  was  a little  different 
from  10  to  20  years  earlier.”  Now  came  the 
Specialty  Boards,  since  post  graduate  education 
was  sought  by  many  physicians,  scrambling 
away  from  family  practice  to  the  new  special- 
ties which  came  roaring  down  the  pike  pulled 
by  the  rapid  medical  advances  and  economic 
advantages  to  specialists.  These  boards  filled 
the  void  where  the  AMA  failed  to  lead  in  set- 
ting standards  for  specialists  in  post  graduate 
training.  Remember  the  part-time  specialists  and 
GPs  declined  from  120,000  in  1931  to  57,000 
in  1969. 

Medical  schools  were  again  rated  in  the  ’30’s, 


A,  B,  or  C and  many  old  line  schools  had  to 
revise  and  elevate  their  standards.  It  is  not  clear 
how  long  the  Bevan  dictum  was  in  force,  sug- 
gesting limitation  of  enrollment,  but  it  was  not 
disavowed  by  the  AMA  until  near  WWII  ac- 
cording to  some  authorities. 

To  reduce  this  to  absurdity,  as  critics  do,  the 
AMA  did  advise  limitation  of  medical  enroll- 
ment as  a policy  in  the  ’30’s.  I can  attest  to  its 
effectiveness  in  at  least  one  State  Two  year 
Medical  School.  Of  about  40  who  began  gross 
dissection  in  anatomy  less  than  15  at  the  end 
of  the  second  year  transferred  to  four  year 
schools  to  complete  their  medical  training.  In 
my  senior  year  at  a four  year  school,  three 
seniors  were  flunked  out.  And  imagine  four 
years  of  medical  training  and  cost  down  the 
drain.  The  Flener  report  first  set  in  motion  the 
drastic  demise  of  second  rate  proprietary  medi- 
cal schools  which  infested  almost  every  city  of 
any  size,  Circa  1900,  and  spewed  out  graduates, 
some  of  whom  were  illiterate  and  few  had  any 
real  medical  training.  But  casual  critics  also 
say  that  the  AMA  inspired  this  movement,  ob- 
viously untrue. 

I doubt  that  this  has  clarified  the  problem  of 
AMA,  limited  medical  school  enrollment,  and 
the  number  of  medical  schools,  or  their  related 
problems.  Any  social  planner  who  can  raise 
$100  million  dollars  could  probably  start  a med- 
ical school  provided  he  first  got  permission  of 
the  ruling  hierarchy  of  the  professors  of  the 
Association  of  University  Medical  Schools.  Tax 
payers  who  scream  for  more  medics,  might  well 
give  some  thought  to  the  cost  of  training  an 
M.D.  Various  estimates  start  at  around  $50,000 
a year  upward  per  year  and  this  does  not  include 
the  initial  start-up  cost  for  the  school  and  asso- 
ciated hospitals.  And  when  a new  school  starts 
it  sops  up  the  equivalent  of  two  to  three  years 
of  graduates  as  they  crawl  into  the  “adminis- 
trative teaching  woodwork,”  and  seldom  con- 
tribute a great  deal  to  direct  patient  care  on  any 
volume  basis. 

But  as  my  GI  buddy,  Kilroy  used  to  say, 
“Things  ain’t  so  hellof  a bad.”  The  AMA  reports 
114  schools  opened  their  doors  this  fall  to  13,790 
students,  total  enrollment  51,123  with  an  ex- 
pected 11,862  new  physicians  at  the  end  of  the 
school  year.1  And  primary  family  physicians  are 
again  on  the  upswing  in  prestige  and  numbers.2 

1.  AMA  News  August  27.  1973. 

2.  U.  S.  News  and  World  Report,  September  10,  1973. 

3.  American  Medicine  and  the  Public  Interest,  Rosemary 
Stevens,  Yale  University  Press,  1972. 
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ArMA  Reports 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 


AD  HOC  BLUE  SHIELD  BLUE  RIBBON 
COMMITTEE 

The  meeting  of  the  Ad  Hoc  Blue  Shield  Blue  Ribbon 
Committee  of  the  Arizona  Medical  Association,  Inc.,  held 
at  810  West  Bethany  Home  Road,  Phoenix,  Arizona, 
Sunday,  October  14,  1973,  convened  at  10:26  a.m., 
John  f.  Standifer,  M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  August  19,  1973, 
were  approved  as  corrected  and  distributed. 

ARIZONA  HEALTH  PLAN 

The  committee  met  at  9:00  a.m.  at  the  offices  of  the 
Arizona  Health  Plan  where  Donald  Schaller,  M.D.,  re- 
viewed the  details  of  the  plan,  and  gave  the  com- 
mittee a tour  of  the  facility.  Following  the  tour  the 
committee  moved  to  the  Association  offices  and  con- 
vened the  meeting  at  10:26  a.m. 

OTHER  STATES 

The  chairman  reviewed  the  reports  solicited  from 
other  states  which  had  undergone  a recent  change  of 
relationship  between  the  state  medical  society  and  their 
Blue  Shield  plans.  Reports  were  received  from  the  fol- 
lowing: 

Colorado: 

(1)  Colorado  Medical  Society 
Indiana: 

(1)  Indiana  Medical  Association 

(2)  Blue  Shield  of  Indiana 
Iowa: 

(1)  Iowa  Medical  Society 

(2)  Iowa  Medical  Service 
Kansas: 

(1)  Kansas  Medical  Society 

(2)  Blue  Shield  of  Kansas 
Hawaii: 

(1)  Hawaii  Medical  Association 

(2)  Hawaii  Medical  Service  Association 
New  Mexico: 

(1)  New  Mexico  Medical  Society 

(2)  Blue  Shield  of  New  Mexico 
Oklahoma: 

(1)  Oklahoma  State  Medical  Association 

(2)  Blue  Shield  of  Oklahoma 
South  Carolina: 

(1)  South  Carolina  Medical  Association 

(2)  Blue  Shield  of  South  Carolina 

Mr.  Robinson  reported  that  a report  had  been  asked 
from  the  Michigan  State  Medical  Society  and  the  Mich- 
igan Blue  Shield,  but  had  not  been  received  to  date. 
Note:  These  voluminous  reports  are  available  at  the 


Association  offices  to  ArMA  members  who  are  interested. 
Space  precludes  their  being  reproduced  as  part  of  these 
minutes. 

Extensive  discussion  ensued  on  the  many  different 
approaches  presented. 

MEMBERSHIP  HEARING 

It  was  determined  that  no  official  recommendations 
would  be  made  by  the  committee  until  after  the  hear- 
ing that  is  called  for  by  the  original  resolution. 

It  was  moved  and  carried  to  hold  the  hearing  for 
ArMA  Members  on  Sunday,  November  11,  1973,  start- 
ing at  10:00  a.m.  and  that  the  Membership  be  so  ad- 
vised via  Medical  Memos. 

CONSENSUS  OF  POSSIBLE  SOLUTIONS 

The  Chairman  reviewed  the  major  concepts  emanating 
from  the  general  discussion  as  follows: 

— That  ArMA  should  not  disassociate  itself  from  Arizona 
Blue  Shield. 

— That  a more  positive  relationship  be  developed  be- 
tween ArMA  and  Blue  Shield. 

— That  the  Blue  Shield  Board  of  Directors  be  reduced 
in  size,  perhaps  to  nine,  with  six  physicians  and  three 
laymen. 

— That  an  executive  committee  of  physicians  be  created. 

— That  provision  be  made  for  the  executive  committee 
to  have  independent  staff  under  the  direction  of  the 
ArMA,  but  financed  by  Blue  Shield. 

— That  consideration  be  given  to  one  year  terms  for 
members  of  the  Board  of  Directors. 

— That  the  corporate  body  keep  the  following  listed  (3) 
functions,  while  turning  all  others  over  to  the  newly 
structured  Board  of  Directors: 

1.  Election  of  Board  of  Directors. 

2.  Changes  in  the  Bylaws. 

3.  Officers  of  the  Board  of  Directors  to  be  elected 
by  the  corporate  body. 

CORRESPONDENCE 

NABSP  letter  9/18/73 

John  G.  Harris,  Director,  Professional  Relations,  Na- 
tional Association  of  Blue  Shield  Plans,  offer  to  attend 
future  meetings  of  the  committee  was  received. 

Blue  Shield  letter  9/10/73 

The  subject  letter  setting  forth  the  definition  of  Usual, 
Customary,  and  Reasonable  Fees  was  received. 

Gila  County  Medical  Society  letter  9/15/73 

The  subject  letter  expressing  opposition  to  the  loss 
of  control  over  Blue  Shield  was  received. 

George  L Hoffman,  M.D.,  letter  8/29/73 

The  subject  letter  expressing  concern  over  public  an- 
nouncements of  Blue  Cross  administered  HMO’s  in  the 
Mesa  area  was  referred  to  the  Professional  Committee  of 
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the  Maricopa  County  Medical  Society  and  the  Board 
of  Directors  of  ArMA. 

Meeting  adjourned  12:51  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

GOVERNMENTAL  SERVICES 
COMMITTEE 

Meeting  of  the  Governmental  Services  Committee  of 
the  Arizona  Medical  Association,  Inc.,  held  at  810  W. 
Bethany  Home  Road,  Phoenix,  Arizona,  on  Saturday, 
September  29,  1973,  a quorum  being  present,  convened 
at  1:40  p.m.,  Walter  R.  Eieher,  M.D.,  Chairman,  pre- 
siding. 

INTRODUCTION  OF  NEW  MEMBERS 

Dr.  Eieher  welcomed  new  members  to  the  Govern- 
mental Services  Committee  and  discussion  ensued  re- 
garding possible  assignments  for  those  having  section 
responsibilities. 

MINUTES 

The  minutes  of  the  meeting  held  August  17,  1972, 
were  approved  as  distributed. 

SECTION  ON  COMPREHENSIVE 
HEALTH  PLANNING 

Dr.  Farnsworth  reported  that  the  Comprehensive 
Health  Planning  Council  of  Maricopa  County  is  doing 
a study  to  develop  a health  plan  for  Maricopa  County 
through  a grant  with  H.E.W.  The  study  and  plan  is 
being  developed  by  local  consultants  and  overseen  by 
Arthur  Young,  Inc.,  San  Francisco,  and  the  Department 
of  H.E.W.  This  is  in  addition  to  the  Arizona  Plan  for 
Health  Services  being  developed  by  the  Arizona  Health 
Planning  Authority. 

SECTION  ON  REGIONAL  MEDICAL 
PROGRAM 

Dr.  Melick  reported  that  as  a result  of  the  continua- 
tion of  RMP  they  have  received  funding  through  June 
30,  1974.  There  is  some  optimism  that  the  regional 
medical  programs  may  continue  for  an  additional  three 
years.  It  has  become  necessary  to  file  a civil  suit  for 
release  of  appropriated  funds  to  operate  the  CESA, 
Kidney,  and  Emergency  Medical  Services  Programs  from 
February  through  June,  1974. 

It  was  moved  and  carried  that  The  Arizona  Medical 
Association  write  to  the  Arizona  Congressional  Delega- 
tion and  other  key  individuals  to  praise  the  perform- 
ance of  The  Arizona  Regional  Medical  Program,  con- 
gratulating Congress  for  continuing  this  vital  program 
for  another  year,  and  requesting  their  support  for  con- 
tinuing the  Regional  Medical  Program  indefinately. 

SECTION  ON  MEDICAL  REVIEW 

In  the  absence  of  Dr.  Myers,  Dr.  Reed  presented  a 
case  which  was  reviewed  by  the  Section  on  Medical 
Review  as  requested  by  a local  insurance  company  to 
determine  whether  treatment  was  usual  and  customary. 
After  review  of  information  provided  by  the  insurance 
company,  which  included  two  consultations,  the  Sec- 
tion felt  that  it  appears  the  patients  were  being  treated 
with  some  medications  which  were  contraindicated  for 
the  conditions  being  treated.  Dr.  Reed  presented  the 
diagnosis  and  treatment. 

It  was  moved  and  carried  to  refer  the  information  as 


presented  to  the  Arizona  State  Board  of  Medical  Exam- 
iners as  required  under  ARS  32-1451  (A). 

SECTION  ON  ARIZONA  PLAN  FOR 
HEALTH  SERVICES 

Dr.  Farnsworth  reported  that  the  Arizona  Plan  for 
Health  Services  is  basically  divided  into  5 reports  and 
various  parts  and  sections  thereof.  Reports  being  de- 
veloped by  the  Arizona  Health  Planning  Authority  are 
as  follows: 

Report  1 Recommendations  — Survey  — Overview 
Report  2 Regional  Plan  for  Health  Services 
Part  1 Concept  of  regionalization 
Part  2 Refinition  and  Description  of  health  service 
zones  (atlas  for  health  planning) 

Part  3 Health  service  modules 

Part  4 Descriptions  of  personnel  required  to  provide 
health  services  in  each  zone 
Part  5 Facilities  needed  to  enable  provision  of  health 
sendees  for  each  zone 

Part  6 Inventory  of  existing  services,  personnel,  fa- 
cilities, and  other  resources  for  each  zone 
Part  7 Evaluation  of  adequacy  of  existing  resources 
Section  1 The  explanatory  narrative  illustrated  with 

maps  and  diagrams 

Section  2 Atlas  of  factor  maps  and  composite  maps 

providing  resource  information  needed  for  dilin- 

eating  health  service  zones 
Section  3 The  following  appendices: 

1 Minimum,  average,  maximum,  and  weighted 
average  driving  times  between  Arizona  places 

2 Map  of  Arizona  with  distances  drawn  between 
places  on  a scale  of  weighte  daverage  driving 
time  in  minutes 

3 Map  of  Arizona  showing  perimeters  of  Pri- 
mary Health  Service  Zones 

4 Map  of  Arizona  showing  perimeters  of  District 
Health  Service  Zones 

5 Map  of  Arizona  showing  perimeters  of  Regional 
Health  Service  Zones 

6 Listing  of  health  service  procedures  allocated 
to  Primary  Health  Service  Zones 

7 Listing  of  health  service  procedures  allocated 
to  Health  Service  Districts 

8 Listing  of  health  service  procedures  allocated 
to  Health  Service  Regions 

9 Listings  of  health  service  procedures  allocated 
to  Health  Service  Centers 

10  Tentative  listings  of  health  manpower  categor- 
ies appropriate  to  Primary  Health  Service  Zone 
services 

11  Tentative  listings  of  health  manpower  categor- 
ies appropriate  to  Health  Service  Districts 

12  Tentative  listings  of  health  manpower  categor- 
ies appropriate  to  Health  Service  Regions 

13  Tentative  listings  of  health  manpower  categor- 
ies appropriate  to  Health  Service  Centers 

Report  3 Goals  for  Health  Services  in  Arizona 
Goal  1 Accessibility  of  health  services 
Goal  II  Availability  of  health  services 
Goal  III  Acceptabality  of  health  services 
Goal  IV  Comprehensiveness  of  health  services 
Goal  V Continuity  of  health  services 
Goal  VI  Economy  of  health  services 
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Goal  Vll  Quality  of  health  services 
Report  4 Financing  of  Health  Services 
Part  1 Present  means  of  financing 
Part  2 Review  and  critique  of  insurance  and  prepay- 
ment plans  for  financing 

Part  3 Evaluation  of  traditional  and  potential  roles  of 
government  in  providing  financing 
Part  4 Consideration  of  insurance  and  other  payment 
plans  for  financing  cost  of  catastrophic  illness 
Part  5 Review  of  alternative  means  for  financing 
health  services 

Part  6 Proposal  for  a state  comprehensive  health  in- 
surance plan 

Report  5 Organizational  Structures  Suitable  for  Imple- 
menting the  Arizona  Plan  for  Health  Services 
Part  1 Proposed  state  department  of  health  services 
Part  2 Working  concept  of  regional  health  services 
corporations 

Part  3 Framework  and  organizations  to  make  health 
services  available  throughout  the  state 
Part  4 Series  of  area-wide  comprehensive  health  plans 
developed  by  local  health  planning  agencies 

Report  1 

There  was  considerable  discussion  on  Report  1,  Ari- 
zone  Plan  for  Health  Services,  dated  August,  1973, 
(Draft  for  Review  and  Discussion),  which  includes  5 
recommendations: 

1.  Enabling  legislation  is  proposed  for  establishing 
health  service  corporations  throughout  the  state  as  a 
means  of  assuring  the  availability  of  comprehensive 
health  services  to  all  citizens  within  reasonable  distance 
from  their  place  of  residence. 

2.  Legislation  is  recommended  to  establish  the  avail- 
ability of  comprehensive  health  insurance  coverage  to 
all  citizens  of  the  state. 

3.  Legislation  is  proposed  to  enable  Arizona  to  par- 
ticipate in  the  federal  Medicaid  program. 

4.  Enabling  legislation  is  recommended  to  permit 
practice  of  licensed  professional  assistants. 

5.  Legislation  is  suggested  to  establish  a State  Center 
for  Health  Information. 

Recommendation  #1 

It  was  noted  that  our  primary  objection  to  Drafts 
number  4 and  5,  Goals  for  Health  Services  in  Arizona, 
was  the  establishment  of  zones  which  may  become  a 
ridged  structure.  It  has  been  pointed  out  that  a very 
small  percentage  of  the  Arizona  population  is  without 
close  proximity  to  available  medical  care.  It  would 
appear  that  enabling  legislation  is  unnecessary  for  estab- 
lishing health  services  corporations  throughout  the  state. 
The  Association  has  stated  that  they  are  in  favor  of  a 
plurality  of  delivery  systems,  however,  opposed  to  a 
single  system. 

Recommendation  # 2 

The  Association  should  look  with  favor  in  supporting 
a catastrophic  health  insurance  program  for  all  citizens 
in  Arizona. 

Recommendation  #3 

The  Association  has  been  in  favor  of  Arizona  partici- 
pating in  the  federal  Medicaid  program  and  are  cur- 
rently working  with  the  advisory  committee  to  assist 
in  developing  an  appropriate  Medicaid  program  for 
Arizona. 


Recommendation  #4 

Arizona  already  has  adopted  legislation  permitting 
physician’s  assistants  which  was  actively  supported  by 
the  Association,  and  there  appears  to  be  no  need  for 
further  legislation  in  this  regard.  Further  enabling  leg- 
islation may  lead  to  the  deterioration  of  quality  health 
care. 

Recommendation  #5 

This  Association  has  supported  legislation  to  establish 
a center  for  health  information.  A great  concern,  how- 
ever, is  that  the  information  relating  to  individual  pro- 
viders and  patients  be  maintained  in  a strict  confidential 
manner. 

OTHER  CONSIDERATIONS 

It  was  noted  that  on  page  32  of  Report  1 the  state- 
ment "Under  present  conditions,  existing  licensure  and 
related  laws  serve  mainly  to  restrict  entry  and  protect 
the  status  of  licentiates”  is  completely  in  error  when 
applied  to  the  State  of  Arizona. 

The  Committee  also  expressed  concern  with  the  state- 
ment on  pages  33  and  34  under  Prepayment  of  health 
services,  which  appears  to  promote  a single  system  of 
delivery,  HMO,  or  prepayment  plans.  The  Arizona 
Medical  Association  has  expressed  its  approval  of  con- 
tinued study  and  implementation  of  innovative  delivery 
systems,  however,  the  Association  is  actively  opposed 
to  a single  delivery  system. 

It  was  determined  to  study  in  more  detail  Report  1 
of  the  Arizona  Plan  for  Health  Services  during  the  next 
meeting. 

CERTIFICATE  OF  NEED 

There  was  considerable  discussion  of  the  problems 
involved  in  building  new  facilities  and  additional  hos- 
pital beds  in  certain  areas  of  the  state  because  of  the 
certificate  of  need  required  by  state  law.  No  action  was 
taken. 

GOALS  FOR  HEALTH  SERVICES 
IN  ARIZONA  — DRAFT  #5 

Draft  #5,  Goals  for  Health  Services  in  Arizona,  was 
reviewed.  It  was  noted  that  the  primary  objection  to 
Draft  #4  as  outlined  in  our  letter  of  December  4,  1972, 
relating  to  the  service  zone  concept,  was  not  considered 
in  the  development  of  Draft  #5.  Also,  other  recommen- 
dations made  to  the  Arizona  Health  Planning  Authority 
were  not  considered  in  the  development  of  Draft  #5. 

It  was  moved  and  carried  that  The  Arizona  Medical 
Association  write  a letter  to  the  Arizona  Health  Plan- 
ning Authority  re-emphasizing  our  objections  to  Draft 
#5  — Goals  For  Health  Services  In  Arizona  — as  stated 
in  previous  communication. 

OTHER  BUSINESS 

Conferences 

Dr.  Meliek  reported  on  the  success  of  the  Confer- 
ence on  Alternative  Health  Services  Delivery  Systems 
held  September  20-21,  1973,  sponsored  by  the  Arizona 
Regional  Medical  Program. 

Dr.  Eicher  reported  on  the  Family  Practice  Manpower 
and  Distribution  Forum  sponsored  by  the  Arizona  Aca- 
demy of  Family  Physicians  and  the  University  of  Ari- 
zona College  of  Medicine  on  September  14  and  15. 
This  conference  included  several  legislators  and  was 
considered  to  be  successful. 
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FUTURE  MEETINGS 

It  was  determined  to  meet  again  in  approximately 
6 weeks.  The  agenda  should  include  meeting  with  mem- 
bers of  the  legislature  and  physicians  running  for  a 
legislative  seat. 

Meeting  adjourned  5:48  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

MEDICAL  EDUCATION  COMMITTEE 

Meeting  of  the  Medical  Education  Committee  of  the 
Arizona  Medical  Association,  Inc.,  held  at  810  West 
Bethany  Home  Road,  Phoenix,  Arizona,  on  Thursday, 
September  27,  1973,  a quorum  being  present,  convened 
at  7:17  p.m.,  Robert  E.  T.  Stark,  M.D.,  Chairman,  pre- 
siding. 

INTRODUCTION  OF  NEW  MEMBERS 
AND  GUESTS 

Dr.  Stark  welcomed  the  new  members  and  guests  to 
the  Medical  Education  Committee  meeting. 

MINUTES 

The  minutes  of  the  meeting  held  April  19,  1973,  were 
approved  as  distributed. 

REPORT  ON  SECTION  MEMBERSHIP 

Dr.  Stark  announced  that  the  Medical  Education 
Committee  was  being  divided  into  four  sections  in  order 
to  facilitate  the  meetings.  It  is  anticipated  that  each 
section  will  meet  prior  to  the  Medical  Education  Com- 
mittee and  report  their  activities.  Most  business  will  be 
assigned  to  a section  for  recommendation.  The  sections 
and  their  membership  are  as  follows: 

Section  on  Accreditation 

This  Section  was  formed  two  years  ago.  It  is  respon- 
sible for  carrying  out  ArMA’s  accreditation  program  of 
institutions  and  organizations  for  their  continuing  med- 
ical education  activities. 

Membership 

Dr.  Melvin  L.  Cohen 
Dr.  John  C.  Flannery 
Dr.  Francis  T.  Flood 
Dr.  Robert  E.  Hastings,  Jr. 

Dr.  Howard  N.  Kandell 
Dr.  Harry  F.  Lenhardt 
Dr.  William  C.  Scott 
Dr.  William  F.  Sheeley,  Chairman 
Dr.  Albert  G.  Wagner 
Section  on  Certification 

This  Section  will  be  responsible  for  carrying  out 
ArMA’s  certification  program,  which  requires  each  mem- 
ber of  ArMA  to  complete  150  hours  of  continuing 
medical  education  every  three  years. 

Membership 

Dr.  Daniel  B.  Carroll 

Dr.  William  E.  Crisp 

Dr.  Kenneth  A.  Dregseth 

Dr.  Richard  T.  McDonald 

Dr.  James  F.  Martin 

Dr.  Deward  G.  Moody 

Dr.  John  J.  Standifer 

Dr.  Ashton  B.  Taylor,  Chairman 

Dr.  Cecil  C.  Vaughn 

Section  on  Graduate  Medical  Education 

ArMA’s  House  of  Delegates  at  their  April  28,  1973 


meeting,  referred  Resolution  9-73  “Joint  Hospital  Par- 
ticipation in  Residency,  Internship,  Nursing,  and  Para- 
professional  Training  Programs,”  along  with  proposed 
amendments,  to  the  Medical  Education  Committee  for 
study  and  report  back  to  the  next  meeting.  One  of  the 
main  responsibilities  of  the  Section  on  Graduate  Medi- 
cal Education  will  be  to  perform  this  study  and  to  make 
recommendations  to  the  Medical  Education  Committee 
for  its  report  to  next  year’s  House  of  Delegates  meeting. 
Membership 

Dr.  John  R.  Green 
Dr.  Jack  M.  Layton,  Chairman 
Dr.  Dermont  W.  Melick 
Dr.  Arthur  R.  Nelson 
Dr.  Darwin  W.  Neubauer 
Dr.  James  L.  Parsons 
Dr.  Robert  E.  T.  Stark 
Section  on  Requirements 

This  Section  will  be  responsible  for  reviewing  and 
modifying  the  continuing  medical  education  requirements 
adopted  by  the  Association  on  May  1,  1971. 
Membership 

Dr.  Willis  PI.  Bower 
Dr.  David  J.  Crosby 
Dr.  Harry  W.  Hale,  Jr. 

Dr.  Raymond  J.  Jennett 
Dr.  Eric  G.  Ramsay 
Dr.  David  C.  H.  Sun 
Dr.  Jesse  W.  Tapp,  Jr. 

Dr.  Albert  G.  Wagner,  Chairman 

SECTION  ON  ACCREDITATION 

AMA  Acceptance 

Dr.  Sheeley  informed  the  Committee  that  the  Amer- 
ican Medical  Association,  Council  on  Medical  Education, 
during  its  June  22,  1973  meeting,  voted  to  accept  as 
accredited  institutions  for  continuing  medical  education 
the  Good  Samaritan  Hospital  and  Maricopa  County 
General  Hospital.  RECEIVED  FOR  INFORMATION. 
New  Surveys 

Dr.  Sheeley  reported  that  the  St.  Luke’s  Hospital 
and  Medical  Center  and  St.  Joseph’s  Hospital  and  Med- 
ical Center,  Phoenix,  and  the  Veteran’s  Administration 
Center,  Prescott,  had  been  surveyed  for  their  continu- 
ing medical  education  activities.  The  following  were 
the  survey  members: 

St.  Luke’s  Hospital  and  Medical  Center 
Dr.  Robert  E.  Hastings,  Jr. 

Dr.  Raymond  J.  Jennett,  Chairman 
Dr.  David  C.  H.  Sun 

Surveyed  August  28,  1973 
St.  Joseph’s  Hospital  and  Medical  Center 
Dr.  Daniel  B.  Carroll 
Dr.  Boyden  L.  Crough,  Chairman 
Dr.  Dermont  W.  Melick 
Surveyed  August  15,  1973 
Veteran’s  Administration  Center 
Dr.  Augustus  W.  Scott,  Jr. 

Dr.  David  D.  Smith 
Dr.  Albert  G.  Wagner,  Chairman 
Surveyed  May  16,  1973 

The  reports  of  each  survey  team  were  reviewed  by 
the  Section  on  Accreditation  during  meeting  held  Sep- 
tember 27,  1973  and  recommended  that  each  institution 
be  accredited  for  a period  of  two  years. 
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It  was  moved  and  carried  that  the  Medical  Educa- 
tion Committee  accredit  the  St.  Luke’s  Hospital  and 
Medical  Center  for  its  Continuing  Medical  Education 
activities  for  a period  of  two  years,  and  that  the  St. 
Luke’s  Hospital  and  Medical  Center  be  resurveyed  at 
the  end  of  that  period  of  time;  further,  that  the  survey 
team  report,  including  the  recommendations,  be  for- 
warded to  the  Institution. 

It  was  moved  and  carried  that  the  Medical  Educa- 
tion Committee  accredit  the  St.  Joseph’s  Hospital  and 
Medical  Center  for  its  Continuing  Medical  Education 
activities  for  a period  of  two  years,  and  that  the  St. 
Joseph’s  Hospital  and  Medical  Center  be  resurveyed 
at  the  end  of  that  period  of  time;  further,  that  the  survey 
team  report,  including  the  recommendations,  be  for- 
warded to  the  Institution. 

It  was  moved  and  carried  that  the  Medical  Educa- 
tion Committee  accredit  the  Veterans’  Administration 
Center  for  its  Continuing  Medical  Education  activities 
for  a period  of  two  years,  and  that  the  Veteran’s  Ad- 
ministration Center  be  resurveyed  at  the  end  of  that 
period  of  time;  further,  that  the  survey  team  report, 
including  the  recommendations,  be  forwarded  to  the 
Institution. 

Continuation  of  Accreditation  Program 

Dr.  Sheeley  explained  that  the  AMA,  Council  on 
Medical  Education,  had  given  provisional  approval  to 
ArMA  to  accredit  intrastate  institutions  and  organiza- 
tions for  their  continuing  medical  education  activities 
for  a period  of  one  year.  It  was,  therefore,  necessary 
to  request  that  the  AMA  continue  the  Association’s  ac- 
creditation program. 

It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  that  the  American  Medical  Association  give 
consideration  to  this  Association  for  an  extension  of  the 
authority  to  accredit  institutions  and  organizations  for 
their  Continuing  Medical  Education  activities  identified 
as  intrastate  in  scope. 

RESOLUTION  7-73 

Resolution  7-73,  referred  to  the  Board  of  Directors 
April  28,  1973,  was  received  by  the  Medical  Education 
Committee  for  consideration,  as  requested  by  the  Board 
of  Directors  during  meeting  held  July  22,  1973.  It  was 
determined  that  the  Section  on  Certification  should  con- 
sider this  resolution  and  make  recommendation  to  the 
Medical  Education  Committee. 

ARIZONA  REGIONAL  MEDICAL 
PROGRAM 

Dr.  Melick  reported  that  the  ArRMP  had  been  fund- 
ed with  approximately  $600,000  for  activities  in  the 
CESA,  Kidney,  and  Emergency  Medical  Services  Pro- 
gram through  this  fiscal  year.  He  also  reported  that 
some  are  optimistic  that  the  Regional  Medical  Program 
would  be  continued  for  an  additional  three  years. 

Because  of  the  proposed  termination  of  the  RMP 
last  June  30th  and  directions  to  phase  out  the  Program, 
thirteen  members  of  the  staff  were  terminated.  Seven 
of  the  thirteen  were  directly  associated  with  the  CESA 
Program.  However,  a big  effort  is  being  made  to  pick 
up  and  continue  the  Program. 

Division  of  Continuing  Education— University  of  Arizona 

There  was  considerable  discussion  on  the  subject  of  a 


Division  of  Continuing  Education  in  the  Department 
of  Health  Sciences. 

It  was  moved  and  carried  to  table  discussion. 

Dr.  Stark  directed  the  Section  on  Graduate  Medical 
Education  to  consider  a resolution  favoring  the  estab- 
lishment of  a Division  of  Continuing  Education  in  the 
Department  of  Health  Sciences,  University  of  Arizona, 
and  report  its  recommendations  to  the  Medical  Educa- 
tion Committee  during  its  next  meeting. 

SAMA 

Mr.  Cullen,  President,  Arizona  Chapter,  Student 
American  Medical  Association,  announced  their  appre- 
ciation of  the  Association’s  gift  of  $200  to  their  general 
budget  and  for  the  Committee’s  invitation  to  attend 
their  meetings. 

Meeting  adjourned  9:21  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

TEMPORARY  SECTION  ON  CRIPPLED 
CHILDREN'S  SERVICES  OF  THE 
AD  HOC  COMMITTEE  ON 
MATERNAL  AND  CHILD  CARE 

The  meeting  of  the  Temporary  Section  on  Crippled 
Children’s  Services  of  the  Arizona  Medical  Association, 
Ins.,  held  at  810  W.  Bethany  Home  Road,  Phoenix, 
Arizona,  on  Sunday,  October  28,  1973,  convened  at 
1:33  p.m.,  Robert  F.  Crawford,  M.D.,  Chairman,  pre- 
siding. 

THE  PROBLEM 

Dr.  Crawford  reviewed  letter  of  the  Pima  County 
Medical  Society  dated  7/16/73  and  the  original  com- 
plaint which  brought  about  this  special  committee,  as 
follows: 

The  Letter 

“The  Pima  County  Medical  Society  received  in  De- 
cember of  1972  a complaint  signed  by  60  members  of 
our  society  regarding  appointments  to  the  medical 
staff  of  the  Arizona  Crippled  Children’s  Clinic  in  Tuc- 
son; a copy  of  the  complaint  is  attached.  In  essence,  the 
complainants  alleged  that  appointments  to  the  Crippled 
Children’s  staff  are  made  arbitrarily  on  a basis  of  ‘need’ 
and  limit  qualified  physicians  in  the  scope  of  the  prac- 
tive  of  their  specialty  and  in  access  to  patients. 

The  complaint  was  referred  to  our  Board  of  Media- 
tion. After  extensive  investigation,  that  Board  found 
no  evidence  of  lack  of  adequate  care  for  Crippled  Chil- 
dren’s Services’  patients.  The  matter  of  staff  privileges 
was  referred  back  to  the  Board  of  Directors  of  the 
Society  and  the  Board  of  Directors  held  investigative 
hearings  with  representatives  of  the  complainants  and 
representatives  of  the  Arizona  Crippled  Children’s  Serv- 
ices (Doctor  Warren  Colton,  Doctor  Philip  Derickson, 
Doctor  Harvey  Buchsbaum,  and  Mr.  William  Winn.) 
Following  the  hearing,  the  Pima  County  Society  Board 
of  Directors  moved  and  passed  the  following  resolution: 
‘Whereas,  after  due  consideration,  the  Board  of 
Directors  of  the  Pima  County  Medical  Society  believes 
that  the  present  policies  of  the  Crippled  Children’s 
Services  are  restrictive,  Therefore,  we  recommend 
that  the  crippled  children  have  equal  access  to  all 
fully-qualified  physicians  (and  that  all  fully-qualified 
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physicians  have  equal  access  to  the  privilege  of  car- 
ing for  the  crippled  child).’ 

The  clause  in  parenthesis,  although  not  in  the  formal 
statement,  has  been  included  inasmuch  as  this  is  im- 
portant to  be  clarified  although  implied  in  the  state- 
ment. 

As  Arizona  Crippled  Children’s  Services  is  a state- 
wide, tax-supported  function  and  its  policies  should  be 
uniform  for  the  entire  state,  the  Pima  County  Medical 
Society  Board  of  Directors  is  forwarding  the  complaint 
and  our  resolution  for  the  consideration  and  action  by 
the  Board  of  Directors  of  the  Arizona  Medical  Associa- 
tion.” 

The  Complaint 

"The  undersigned  members  of  the  Pima  County 
Medical  Society  wish  to  submit  to  the  Society  a pro- 
fessional grievance  which  has  defied  resolution  both  by 
patient  waiting  and  by  more  direct  approaches.  We 
realize  the  Society  may  have  no  actual  jurisdiction  in 
this  matter,  but  we  would  like  to  resolve  the  problem 
within  the  professional  community  and  the  Society  pro- 
vides the  most  natural  forum. 

Our  grievance  is  against  the  restrictive  policies  of 
admission  to  membership  in  the  local  division  of  Ari- 
zona Crippled  Children’s  Services  as  interpreted  by  the 
professional  members  of  the  local  board.  We  believe  that 
these  policies  are  dividing  the  professional  community, 
interfering  with  the  free  and  competitive  practice  of 
medicine,  effectively  denying  patients  a free  choice  of 
physician,  and  restricting  the  distribution  of  state  funds 
to  a small  and  self-perpetuating  group  of  community 
physicians.  More  importantly,  we  believe  that  implicit 
in  these  policies  is  a hazardous  potential  for  lowering 
the  quality  of  care  provided  the  young  patients  under 
this  program. 

This  local  board  consists  of  approximately  thirty  com- 
munity physicians  who  see  patients  at  clinics  conducted 
and  paid  for  by  the  State.  Children  needing,  surgery  are 
then  admitted  to  community  hospitals  where  they  may 
be  operated  upon  only  by  members  of  this  group.  Pay- 
ment of  the  child’s  hospitalization  and  doctor’s  bills  is 
guaranted  by  the  State  based  on  a formula  considering 
the  patient’s  ability  to  pay.  Only  physicians  who  are 
members  of  the  board  are  privileged  to  have  state  sup- 
port for  their  patient’s  bills,  and  the  board  is  both 
self-limiting  and  self-perpetuating,  voting  in  new  mem- 
bers on  the  basis  of  ‘need.’ 

For  rather  obvious  reasons,  this  small  group  of  doc- 
tors exercises  virtually  complete  control  over  the  care 
of  congenital  anomalies  in  Southern  Arizona.  The  refer- 
ring physicians  learn  that  by  sending  their  patients  to 
C.C.S.  they  will  secure  State  benefits  which  are  not 
available  if  the  patients  are  sent  to  other  physicians, 
irrespective  of  how  well-qualified  these  other  physicians 
may  be.  There  is  a strong  and  understandable  tendency 
for  ‘private’  referral  channels  to  conform  to  those  pre- 
viously established  by  referral  of  ‘State’  patients  to 
C.C.S. 

In  retrospect,  the  reasons  for  this  present  situation 
are  historically  both  clear  and  sound.  Years  ago,  with 
few  physicians  adequately  trained  to  care  for  crippled 
pediatric  anomalies,  there  were  valid  reasons  to  concen- 
trate these  problems  in  the  hands  of  the  few  well- 


trained  physicians  available,  at  the  same  time  further 
enhancing  the  clinical  abilities  of  these  men  by  providing 
them  with  a wealth  of  concentrated  experience.  In  addi- 
tion, since  remuneration  was  small  and  the  workload  was 
heavy,  the  physician-members  at  that  time  had  no  eco- 
nomic or  professional  reasons  to  limit  their  membership. 

At  the  present  time,  however,  the  number  of  well- 
trained  specialists  has  increased  almost  geometrically, 
so  that  few  physicians  now  can  claim  special  expertise 
beyond  that  provided  by  recognized  training  programs. 
The  number  of  patients  has  not  increased  proportion- 
ately, however,  and  now  their  care  is  quite  generously 
subsidized  by  the  State.  The  members  of  C.C.S.,  though 
no  longer  able  to  claim  special  qualifications,  now  have 
a solid  economic  and  professional  self-interest  in  restrict- 
ing membership  as  much  as  possible.  Since  they  them- 
selves are  charged  with  bringing  in  new  members  on 
the  basis  of  ‘need,’  they  also  are  provided  with  the 
means  for  implementing  this  restriction. 

The  criterion  of  ‘need’  as  a basis  of  membership  has 
unfortunately  become  a matter  of  political  and  economic 
expediency.  The  original  purpose  — to  provide  the  best 
possible  care  for  crippled  children  — has  become  sub- 
merged in  other  considerations.  Older  men,  whose  only 
special  qualifications  may  be  seniority  alone,  keep  out 
younger  men  in  their  specialty.  Younger  members,  eager 
to  retain  this  desirable  segment  of  practice  for  them- 
selves, keep  out  their  competitors.  Members  of  an  in- 
cumbent group  attempt  to  bring  in  a new  member  of 
their  own  group  ahead  of  others  who  have  applied 
earlier,  and  failing  in  this  are  able  to  circumvent  the 
problem,  in  other  ways. 

Apparently  in  response  to  external  pressures,  bylaws 
changes  have  been  proposed  which  are  designed  to  give 
the  appearance  of  liberalization  but  which  in  fact  change 
very  little.  These  new  rules  establish  various  categories 
of  membership,  making  it  possible  for  selected  individ- 
uals to  take  care  of  privately  referred  patients,  but  only 
after  asking  for  approval  and  permission  from  one  of 
their  counterparts  who  are  ‘regular’  members.  Only 
‘regular’  members  however,  retain  access  to  patients  re- 
ferred directly  to  C.C.S.  In  this  way  patients  who  are 
sent  to  C.C.S.  primarily  because  it  is  a State  Agency 
still  remain  the  medical  property  of  the  ‘regular’  doctors 
in  the  group. 

The  undersigned  believe  that  membership  in  Crippled 
Children’s  Services,  with  right  of  full  participation, 
should  be  contingent  upon  only  two  considerations: 
first,  medical  training  and  expertise,  and  second,  a 
demonstrated  desire  to  cooperate  with  the  State  Agency 
in  improving  the  caliber  of  care  available  to  these 
children.  We  believe  that  the  first  criterion  may  properly 
be  met  by  specialty  board  certification,  but  since  some 
present  members  of  C.C.S.  have  not  yet  gained  such  cer- 
tification it  would  be  reasonable  to  include  an  ‘escape’ 
clause  such  as  ‘equivalent  training  or  experience.’  Satis- 
faction of  the  second  criterion  requires  simply  an  on- 
going self-policing  by  the  agency  itself. 

The  undersigned  believe  that  present  practices,  as 
described  above,  are  inconsistent  both  with  the  free  and 
competitive  practice  of  medicine  and  with  maintenance 
of  the  highest  standards  of  patient  care.  We  believe  it 
is  clearly  within  the  powers  of  the  local  group  to  cor- 


ARIZONA  MEDICINE  g73 


rect  these  inequities  simply  by  opening  their  member- 
ship. The  usual  excuses  provided  to  explain  their  fail- 
ure to  do  so  simply  will  not  stand  close  scrutiny. 

1.  ‘The  basis  of  need.’  This  has  been  used  freely 
to  excuse  any  subjective  and  arbitrary  decision  the  group 
wishes  to  make.  The  two  year  local  residency  require- 
ment, for  example,  is  waived  if  a ‘need’  exists.  On  the 
other  hand,  the  applicant  who  waits  the  necessary  two 
years  and  then  applies  is  still  turned  down  if  there  is 
no  ‘need.’  Since  ‘need’  is  entirely  an  arbitrary  decision 
of  the  local  board,  it  follows  that  membership  is  also 
an  arbitrary  decision  of  the  local  board,  the  single  quali- 
fication being  the  formality  of  approval  at  the  state  level. 
Examples  can  be  provided  of  admission  when  no  ob- 
jective need  existed,  and  refusal  to  admit  when  an  ob- 
jective need  was  clearly  evident. 

2.  ‘Inadequacy  of  facilities.’  Facilities  are  actually 
more  than  adequate  to  permit  sharing  of  clinics  which 
are  now  the  exclusive  domain  of  one  or  two  physicians. 
In  the  event  the  facilities  actually  would  become 
strained,  patients  could  easily  be  seen  in  private  offices 
with  duplicate  office  notes  sent  to  C.C.S.  This  would 
not  be  a new  policy;  it  is  already  being  done  in  cases 
requiring  more  frequent  observation  than  the  regular 
clinics  can  provide. 

3.  ‘Concentration  of  material.’  It  is  frequently  main- 
tained that  professional  proficiency  is  so  enhanced  by 
a concentrated  experience  that  exclusiveness  is  necessary 
for  the  benefit  of  the  patients.  This  was  undoubtedly 
true  at  one  time,  and  has  been  dealt  with  briefly  above. 
It  is,  however,  a hazardous  argument:  it  may  serve 
as  a convenient  excuse  to  provide  one  man  with  a per- 
manent, state-supported  franchise  on  a particular  type  of 
problem,  completely  irrespective  of  his  training,  con- 
tinued competence  or  efforts  to  improve  his  techniques. 
Without  regular  membership,  on  the  other  hand,  one 
may  get  virtually  no  continuing  experience  with  these 
problems.  ‘Concentration  of  material’  would  appear  to 
be  of  considerably  more  benefit  to  the  incumbent  phy- 
sician than  to  his  patients. 

4.  ‘Inadequate  funding.’  We  fail  to  see  how  expan- 
sion of  the  professional  staff  would  adversely  affect  the 
budget.  Monies  are  paid,  after  all,  according  to  care  pro- 
vided rather  than  according  to  the  number  of  staff 
members.  In  the  unlikely  event  that  expansion  of  the 
membership  would  indeed  produce  an  economic  hard- 
ship, we  are  sure  that  any  new  members  would  be  more 
than  willing  to  match  or  exceed  any  economic  conces- 
sions provided  by  the  incumbents. 

We  anticipate  (and  can  understand)  some  reluctance 
on  the  part  of  the  Society  towards  taking  a stand  in 
a local  issue  over  which  the  Society  has  no  actual  juris- 
diction. We  respectfully  request  the  Society  overcome 
this  reluctance,  and  offer  the  following  grounds  to  satisfy 
the  Society’s  involvement  in  this  issue. 

1.  Precedent  is  abundant  to  allow  a medical  society 
at  any  level  to  take  a position  on  an  issue  which  affects 
the  professional  practices  of  its  members,  although  ac- 
tual jurisdiction  may  be  lacking.  This  issue  clearly  and 
seriously  affects  the  professional  lives  of  the  men  in- 
volved. 

2.  As  a matter  of  policy,  the  Society  has  preferred 
that  professional  disputes  be  adjudicated  within  the  pro- 


fession, without  the  involvement  of  outside  persons  and 
the  publicity  which  this  entails. 

3.  Even  though  the  Society  may  lack  jurisdiction,  its 
opinion,  especially  on  a local  matter,  will  be  of  con- 
siderable import. 

4.  The  undersigned  respect  the  objectivity  and  insight 
of  the  Society.  There  is  simply  no  other  comparable 
source  to  which  we  can  turn. 

In  conclusion,  we  feel  it  is  reasonable  to  request  the 
Pima  County  Medical  Society,  through  its  appropriate 
committees,  to  do  the  following: 

First,  to  objectively  investigate  the  above  grievance 
as  to  factual  content. 

Second,  to  document  whatever  inequities  may  be 
found  to  exist. 

Third,  to  recommend  specific  measures,  in  so  far  as 
possible,  for  correction  of  these  inequities,  and 

Fourth,  to  lend  its  moral  support  and  good  offices  to 
whatever  further  efforts  may  be  required  to  resolve 
this  problem. 

We  ask  also  that  persons  having  a vested  interest  in 
the  outcome  of  these  proceedings  disquality  themselves 
from  positions  of  judgment  in  the  interest  of  objectivity. 

Sincerely, 

Original  signatures  will  be  presented  on  request: 
Lloyd  S.  Anderson,  M.D. 

Otto  A.  Backus,  M.D. 

H.  Robert  Baker,  Jr.,  M.D. 

Earl  R.  Baldwin,  Jr.,  M.D. 

William  E.  Brownlee,  M.D. 

Floyd  Burke,  M.D. 

Gilbert  M.  Burkel,  M.D. 

Boyd  R.  Burkhardt,  M.D. 

Duncan  Campbell,  M.D. 

Richard  Cantor,  M.D. 

Gerald  J.  Chassen,  M.D. 

Hiram  D.  Cochran,  M.D. 

Richard  Dale,  M.D. 

William  M.  Davis,  M.D. 

Stephen  S.  Dickstein,  M.D. 

Robert  Dryden,  M.D. 

Paul  H.  Duffy,  M.D. 

Warren  D.  Eddy,  Jr.,  M.D. 

Robert  E.  Esies,  M.D. 

Donald  D.  Ewing,  M.D. 

Robert  D.  A.  Fisher,  M.D. 

George  N.  Forker,  M.D. 

Mark  E.  Frankel,  M.D. 

Samuel  F.  Grabb,  M.D. 

Gerald  Goldstein,  M.D. 

Lawrence  M.  Haas,  M.D. 

David  L.  Harris,  M.D. 

Christopher  F.  Heller,  M.D. 

Gary  L.  Henderson,  M.D. 

Clifford  F.  Hoffman,  M.D. 

Stuart  I.  Holtzman,  M.D. 

Stanley  F.  Katz,  M.D. 

Thomas  Keely,  M.D. 

Norman  N.  Komar,  M.D. 

Id.  Dale  Kreider,  M.D. 

Fred  H.  Landeen,  M.D. 

Vernon  F.  Lovett,  M.D. 
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Christopher  T.  Maloney,  M.D. 

Larry  I.  Mann,  M.D. 

Frank  D.  Morrison,  M.D. 

Wallace  W.  McWhirter,  M.D. 

Charles  H.  Nelson,  M.D. 

James  Neumann,  M.D. 

Robert  F.  Oliver,  M.D. 

Francisco  G.  Quiroga,  M.D. 

Hermann  S.  Rhu,  Jr.,  M.D. 

Neopito  L.  Robles,  M.D. 

Richard  G.  Sanderson,  M.D. 

Paul  L.  Schnur,  M.D. 

Joseph  B.  Seagle,  M.D. 

John  T.  Spriggs,  M.D. 

Richard  W.  Switzer,  M.D. 

Stanley  S.  Tanz,  M.D. 

Preston  F.  Taylor,  M.D. 

Stephen  Terry,  M.D. 

Hugh  C.  Thompson,  III,  M.D. 

Harold  C.  Tretbar,  M.D. 

Edgar  R.  Updegraff,  M.D. 

Peter  F.  Whitney,  M.D. 

E.  Metz  Wright,  Jr.,  M.D.” 

Warren  A.  Colton,  Jr.,  M.D.,  read  the  following 
statement  for  clarification  of  the  background  of  present 
policies  of  the  Crippled  Children’s  Services. 

“The  matter  for  consideration  is  a recommendation 
by  the  Board  of  Directors  of  the  Pima  County  Medical 
Society  that  crippled  children  have  equal  access  to  all 
fully  qualified  physicians.  In  order  to  make  an  intel- 
ligent decision,  it  is  essential  that  we  all  understand  the 
reasons  why  the  present  Crippled  Children’s  Services 
medical  staff  organization  was  developed.  The  nature 
of  our  work  is  frequently  misunderstood. 

Eligible  crippling  conditions  are  primarily  in  the  realm 
of  surgical  specialties  and  sub-specialties.  Many  pedia- 
tricians and  general  practitioners  are  not  aware  of 
this,  and  ask  to  participate  in  this  program.  We  can  ap- 
preciate the  valuable  role  of  case  finding  and  referral 
which  the  general  practitioner  performs  for  us,  but  there 
is  very  little  for  him  to  do  within  the  treatment  pro- 
gram itself.  More  than  90%  of  Crippled  Children’s 
Services  in-patients  are  surgical.  Many  states  have  dis- 
seminated programs,  that  is,  the  children  are  treated 
by  the  nearest  qualified  ‘physician,’  who  hospitalizes  him 
in  the  local  hospital  and  calls  him  in  his  office.  Phy- 
sicians who  move  to  Arizona  from  states  with  dissem- 
inated programs  assume  that  our  program  is  the  same. 
Some  become  quite  frustrated  when  they  find  that  they 
must  meet  certain  other  requirements  in  addition  to 
being  Boarded  or  Board  Eligible.  Also,  because  of  the 
nature  of  the  conditions  which  are  accepted  by  Crippled 
Children’s  Services,  and  the  population  distribution  in 
our  state,  appropriate  facilities  and  qualified  physicians 
are  found  only  in  the  two  large  metropolitan  areas.  For 
this  reason  the  program  is  centralized  in  Tucson  and 
Phoenix.  This  undoubtedly  will  change  in  the  future 
when  some  of  our  more  peripheral  cities  can  provide 
appropriate  facilities  and  services.  Economics  has  also 
played  a large  role  in  the  design  of  Crippled  Children’s 
Services  medical  staff.  We  have  always  operated  under 
severe  financial  limitations.  Through  the  years  we  found 
that  the  only  practical  means  of  controlling  expendi- 


tures was  through  a knowledgeable,  cooperative,  loyal 
staff,  one  which  was  willing  to  assist  in  spending  our 
limited  funds  as  wisely  as  possible.  With  this  informa- 
tion, perhaps  it  is  easier  to  understand  why  Crippled 
Children’s  Services  has  developed  what  might  be  de- 
scribed as  a partially  closed,  centralized,  highly  spe- 
cialized medical  staff.  To  open  the  staff,  de-centralize 
it  and  admit  all  ‘qualified  physicians’  without  providing 
sufficient  funds  would  be  financial  disaster,  and  what  is 
more  important,  it  would  be  disaster  for  our  children. 

In  order  to  place  this  meeting  in  its  proper  perspec- 
tive, it  seems  appropriate  to  briefly  outline  the  adminis- 
trative organization  of  Crippled  Children’s  Services  as 
well  as  some  of  the  pertinent  points  in  its  history. 

In  1936,  Crippled  Children’s  Division  was  organized 
within  the  Arizona  State  Department  of  Public  Welfare. 
In  1961  the  Legislature  created  a separate  state  agency, 
Arizona’s  Crippled  Children’s  Services.  As  presently 
constituted,  the  agency  and  its  policies  are  controlled 
by  a five-man  board  appointed  by  the  Governor.  Ac- 
cording to  law  the  board  is  composed  of  three  lay 
members  and  two  physicians,  one  from  the  Phoenix 
area  and  one  from  Tucson.  The  medical  director  is 
employed  by  and  serves  at  the  pleasure  of  the  board. 
The  policies  which  are  being  questioned  here  on  the 
petition  are  those  which  have  been  developed  during 
the  twelve  years  of  the  board’s  existence.  I would  like 
to  make  this  my  first  point.  These  policies  were  not 
made  in  limbo,  or  arbitrarily  by  some  bureaucrat,  but 
rather  by  a board  of  responsible  citizens,  with  the 
assistance  and  advice  of  reputable  physicians. 

Next  may  I state  what  I consider  to  be  the  basic 
philosophy  of  the  board  of  Crippled  Children’s  Services 
— the  board’s  constant  goal  has  been  to  provide  quality 
medical  care  to  the  greatest  possible  number  of  Ari- 
zona’s crippled  children,  within  the  financial  limita- 
tions imposed  by  legislative  appropriation.  Like  it  or  not, 
money  is  an  important  factor  to  be  considered  if  one 
is  to  make  a reasonable  judgment  about  the  validity 
of  the  complaint.  During  the  30’s  and  40’s  and  early 
50’s,  physicians  received  little  or  no  pay.  In  the  mid- 
50’s  a stipend  of  $20  a clinic  was  allowed.  Surgery  was 
free  except  for  anesthesia.  I recall  the  anesthesiologists 
received  $20  or  $25  per  case,  and  they  griped.  In  fact, 
the  only  way  I could  get  anesthesia  was  to  schedule 
Crippled  Children’s  cases  on  a quiet  afternoon,  and 
threaten  withdrawal  of  a private  case.  After  formation 
of  the  Jroard  in  1961,  they  soon  recognized  that  more 
adequate  physician  reimbursement  was  indicated.  Dur- 
ing the  early  60’s  they  adopted  the  California  Relative 
Value  Studies  as  a basis  for  payment,  and  over  the 
next  several  years  increased  the  unit  from,  first  $2.00, 
to  then  $4.00,  and  finally  to  $6.00.  Currently,  physicians 
are  paid  at  the  $6.00  rate  except  for  anesthesiologists, 
who  receive  $8.2.  Clinic  attendance  is  reimbursed  at  a 
rate  of  $25.00  an  hour.  On  an  average  this  represents 
about  % to  % of  private  fees.  What  is  more  significant 
relative  to  the  present  issue  is  that  some  years,  in  fact 
most  years,  the  Legislature  was  under-appropriated  in 
the  area  of  physician  and  hospital  funds.  On  these  occa- 
sions our  medical  staffs  have  donated  their  time  and 
services  near  the  end  of  each  fiscal  year,  so  that  no 
child  would  fail  to  receive  treatment.  My  second  point 
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then  is  the  Crippled  Children’s  Services  medical  staff 
must  not  only  be  well  qualified  professionally  — they 
must  also  be  loyal,  dedicated  and  cooperative  in  con- 
serving funds,  and  at  times  be  willing  to  donate  their 
services  in  order  to  preserve  the  continuity  and  viability 
of  the  program. 

The  petition  and  the  Board  of  Directors  of  the  Pima 
County  Medical  Society  have  recommended  that  crippled 
children  have  equal  access  to  all  fully  qualified  physi- 
cians. Numerous  states  use  this  approach  already.  A sig- 
nificant number  of  them  are  in  trouble.  They  usually 
run  out  of  funds  sometime  after  mid-year,  and  shut  down 
their  program  until  the  beginning  of  the  next  fiscal  year, 
and  become  bill-paying  agencies.  Because  they  lack  an 
organized  medical  staff,  they  have  little  or  no  control 
over  the  length  of  hospital  stay  or  the  size  of  the  hospital 
bill.  Peer  review  or  teaching  is  by  accident  rather  than 
design.  Worst  of  all,  many  of  their  crippled  children  are 
neglected.  In  its  37  years  of  existence,  Arizona’s  Crippled 
Children’s  Service  has  maintained  a continuous  program, 
and  we  as  physicians  can  be  proud  of  this.  I have  dis- 
cussed this  matter  with  the  medical  directors  of  a number 
of  states  with  disseminated  programs,  and  they  en¥y 
Arizona  its  ability  to  conduct  an  on-going  program 
throughout  the  year.  They  are  amazed  at  our  low  per- 
capita  cost.  Each  year  HEW  publishes  an  annual  report 
of  each  state’s  crippled  children’s  program.  In  terms  of 
number  of  children  in  the  program,  compared  to  the 
child  population,  Arizona  ranks  seventh.  Our  rate  is 
double  that  of  the  national  average.  In  the  group  under 
one  year,  the  most  difficult  of  all  age  groups  to  find, 
we  rank  second  only  to  Delaware.  Our  rate  is  three  times 
the  national  average. 

My  third  and  final  point  concerns  itself  with  Crippled 
Children’s  policy  of  limiting  the  size  of  the  active  medi- 
cal staff  according  to  “need,”  that  is,  the  number  of 
children  requiring  the  services  of  a particular  specialty. 
The  petition  states  that  this  criterion  has  become  a mat- 
ter of  political  and  economic  expediency.  By  innuendo 
and  half-truths  it  paints  a picture  that  might  lead  one  to 
believe  that  the  Tucson  Crippled  Children’s  staff  is  made 
up  of  poorly  qualified  old  men  who  are  protecting  their 
political  and  economic  interests  by  using  need  as  an 
excuse.  It  should  be  clear  by  now  that  no  one  is  getting 
rich  by  our  rate  of  pay.  What  the  political  gains  might 
be  is  unclear  to  me.  However,  in  terms  of  numbers  of 
patients,  Crippled  Children’s  statistics  are  quite  reveal- 
ing. Dr.  Burkhardt,  in  his  testimony  before  the  Board  of 
Directors  of  the  Pima  County  Medical  Society,  stressed 
his  difficulty  in  finding  a non-Crippled  Children’s  Serv- 
ices cleft  palate  case  in  order  to  qualify  him  for  his  spe- 
cialty boards.  For  the  fiscal  years  1971-72,  and  72-73, 
there  were  two  plastic  surgeons  of  the  Crippled  Chil- 
dren’s Services  active  staff  in  Tucson  who  performed 
surgery  on  new  cleft  palate  cases.  Between  them  they 
performed  114  plastic  operations  of  all  types  in  those 
two  years.  Of  these,  16  were  new  cleft  palate  patients. 
Of  that  16,  ten  of  them  were  referred  to  Crippled  Chil- 
dren’s Services  from  the  private  practices  of  the  surgeons 
concerned.  This  leaves  six  new  cases  of  cleft  palate  from 
other  sources.  With  two  surgeons  sharing  these,  each 
would  do  2 ¥2  cases  per  year.  With  the  third  surgeon 
who  is  petitioning  to  be  on  the  staff,  they  could  each 


do  two  cases  per  year.  If  all  eight  plastic  surgeons  in 
Tucson  shared  these  cases,  they  would  each  do  % of  a 
case  per  year.  It  begins  to  approach  the  ridiculous.  It  is 
quite  apparent  that  rusty  surgeon’s  hand  syndrome  would 
reach  epidemic  proportions  under  these  conditoins.  The 
third  point  to  be  stressed  then  is  that  the  need  for  a 
physician’s  services  in  terms  of  numbers  of  patients  per 
physician  is  necessary  for  preservation  of  the  physician’s 
highly  developed  skills  and  to  insure  his  continued  in- 
terest and  cooperation  in  the  program. 

I would  like  to  summarize  that  briefly.  I have  tried 
to  make  three  essential  points:  the  policy  being  ques- 
tioned, that  is,  that  of  partially  closed  staff,  has  been 
developed  by  a board  of  responsible  citizens  including 
two  physicians.  Because  of  financial  limitations  imposed 
by  the  Legislature,  the  medical  staff  must  not  only  be 
professionally  qualified,  but  it  also  must  be  loyal  enough 
to  serve  without  adequate  financial  remuneration  at 
times.  Third,  the  highly  specialized  services  provided 
by  Crippled  Children’s  Services  require  a limitation  of 
staff  according  to  need,  not  only  as  to  the  types  of 
specialists,  but  also  as  to  the  numbers  of  specialists  in 
the  particular  field.  Finally,  may  I ask  that  this  com- 
mittee seriously  consider  any  action  which  might  affect 
the  care  of  Arizona  crippled  children.  We  are  consider- 
ing an  item  which  represents  just  one  facet  of  a very 
successful  program.  Any  abrupt  change  in  the  staffing 
pattern  without  changes  in  funding  will  certainly  not 
be  in  the  best  interests  of  our  children.” 

Several  hours  of  discussion  ensued  on  the  many  facets 
of  the  situation.  Several  possible  solutions  were  sug- 
gested, all  of  which  culminated  in  the  following: 

It  was  moved  and  carried  to  forward  to  the  Board  of 
Directors  of  the  Arizona  Medical  Association  the  follow- 
ing statement  and  recommendation: 

“After  due  consideration  the  Section  on  Crippled  Chil- 
dren’s Services  of  the  Ad  Hoc  Committee  on  Maternal 
and  Child  Care  believes  that  the  present  policies  relat- 
ing to  professional  staffing  of  the  Arizona  Crippled 
Children’s  Services  are  unduly  restrictive. 

Correction  on  these  restrictive  policies  should  be  ac- 
complished promptly  by  amendment  to  the  present 
bylaws  of  the  Professional  Staff  of  the  Crippled  Chil- 
dren’s Hospital  in  Phoenix  and  the  Crippled  Children’s 
Clinic  in  Tucson  so  that  all  physicians  qualified  by  State 
licensure,  Specialty  Board  Certification  and  Professional 
competence  shall  have  equal  opportunity  to  treat  crippled 
children’s  Services  patients  while  at  the  same  time  as- 
curing  that  these  patients  shall  have  access  to  all 
qualified  physicians  as  defined  above. 

That  after  the  Professional  Staff  bylaws  have  been 
restructured,  they  be  submitted  to  the  Arizona  Medical 
Association  for  the  purpose  of  ascertaining  that  the 
unduly  restrictive  portions  are  satisfactorily  corrected. 

Further,  that  the  Crippled  Children’s  promptly  inves- 
tigate in  the  outlying  counties  the  use  of  local  qualified 
and  certified  physicians  in  conducting  Clinics  and  per- 
forming surgery  locally  when  it  is  in  the  best  interest 
of  the  patient.” 

Meeting  adjourned  5:16  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INDICATIONS:Tfierapeut/ca//y;  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIIV  Ointment 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  xk  oz.  and  >/32  oz.  (approx.)  foil  packets. 
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Sheldon  Davidson,  M.D.  (Phoenix);  Walter  V.  Edwards,  Jr., 
M.D.  (Phoenix);  N.  A.  Ehrmann,  M.D.  (Kearny);  Robert  V. 
Horan,  M.D.  (Morenci);  Robert  B.  Leonard,  M.D.  (Phoenix); 
Florian  R.  Rabe,  M.D.  (Scottsdale);  Eugene  J.  Ryan,  M.D. 
(Phoenix);  Sidney  J.  Stovall,  M.D.  (Phoenix);  William  C. 
Trier,  M.D.  (Tucson);  Maier  Tuchler,  M.D.  (Phoenix);  W.  A. 
Warner,  M.D.  (Phoenix). 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROFESSIONAL  COMMITTEE:  Robert  S.  Ganelin,  M.D.,  Chair- 
man (Phoenix);  Charles  D.  Connor,  M.D.  (Phoenix);  Joseph 
W.  Hanss,  M.D.  (Phoenix);  George  T.  Hoffmann,  M.D. 
(Phoenix);  Richard  Johns,  M.D.  (Pavson);  Helen  Johnson, 
M.D.  (Tucson);  Harold  W.  Kohl,  M.D.  (Tucson);  Laurence 
M.  Linkner,  M.D.  (Phoenix);  Frederick  J.  Rrady,  M.D.  (Tuc- 
son); William  G.  Payne,  M.D.  (Phoenix);  Herman  S.  Rhu, 
Jr.,  M.D.  (Tucson);  Donald  F.  Schaller,  M.D.  (Phoenix); 
George  A.  Spendlove,  M.D.  (Phoenix);  Neil  O.  Ward,  M.D. 
(Phoenix). 

PURLIC  RELATIONS  COMMITTEE:  Charles  H.  Finney,  M.D., 
Chairman  (Phoenix);  Robert  W.  Brazie,  M.D.  (Phoenix);  E. 
F.  Bloemker,  M.D.  (Phoenix),  Walker  Brock,  M.D.  (Phoenix); 
Richard  L.  Jones,  M.D.  (Tempe);  Robert  A.  Johnson,  M.D. 
(Phoenix);  R.  F.  Keeling  Sr..  M.D.  (Ajo);  Don  V.  Langston, 
M.D.  (Phoenix);  Charles  M.  Lofdahl,  M.D.  (Phoenix);  Irving 
M.  Pallin  M.D.  (Sun  City);  William  Russell,  M.D.  (Phoenix); 
William  C.  Scott,  M.D.  (Tucson);  Lawrence  J.  Shapiro.  M.D. 
(Phoenix);  Selma  E.  Targovnik,  M.D.  (Phoenix);  Morton  S. 
Thomas,  III,  M.D.  (Wiekenburg). 

PUBLISHING  COMMITTEE:  John  R.  Green,  M.D.,  Chairman 
(Phoenix);  Andre  J.  Bruwer,  M.D.  (Tucson);  John  C.  Duffy, 
M.D.  (Tucson);  Walter  V.  Edwards,  Jr.,  M.D.  (Phoenix); 
Gerold  Kaplan  M.D.  (Phoenix);  William  B.  McGrath.  M.D. 
(Phoenix);  David  Pent,  M.D.  (Phoenix);  David  C.  PI.  Sun, 
M.D.  (Phoenix). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Vincent  A.  Fulginiti, 
M.D.  Chairman  (Tucson);  S.  C.  Anand,  M.D.  (Phoenix); 
Thomas  E.  Bittker.  M.D.  (Phoenix):  William  E.  Bishop  M.D. 
(Globe);  W.  Scott  Chisholm,  M.D.  (Phoenix);  Paul  H. 
Duffey,  M.D.  (Tucson):  Milton  S.  Dworin,  M.D.  (Tucson); 
Thomas  F.  Hartley,  M.D.  (Scottsdale);  Thomas  Henry,  M.D. 
(Flagstaff);  James  M.  Hurley,  M.D.  (Phoenix);  Mark  M. 
Kartehner  M.D.  (Tucson);  Norman  N.  Komar,  M.D.  (Tuc- 
son); Eugene  Leibsohn  M.D.  (Phoenix);  Philip  Levy,  M.D. 
(Phoenix);  J.  Frank  Martin.  M.D.  (Yuma);  George  W.  Nash, 
M.D.  (Tucson);  John  E.  Oakley.  M.D.  (Prescott);  Wilfred  M. 
Potter,  M.D.  (Scottsdale);  Neopito  L.  Robles.  M.D.  (Tucson); 
W.  David  Ruminel,  Jr.  M.D.  (Presoott):  William  C.  Scott, 
M.D.  (Tucson);  Luis  S.  Tan  M.D.  (Phoenix);  Oscar  A. 
Thorup  Tr.  (Timson);  1.  Garland  Wood,  M.D.  (Flagstaff); 
Donald  Ziehm,  M.D.  (Phoenix). 


COUNTY  MEDICAL  SOCIETY  OFFICERS,  1973-74 

APACHE: Arnold  H.  Dysterheft,  M.D.,  President,  P.O.  Box  887, 
Lakeside,  85929;  P.  R.  Garver,  M.D.,  Secretary,  P.O.  Box 
919.  Show  Low,  85901. 

COCHISE:  Richard  Groschupf,  M.D..  President.  1105  San  Antonio 
Ave.,  Douglas,  85007;  C.  E.  Gritsavage,  M.D.,  Secretary, 
6^0  - 10th  Street.  Douglas,  85607. 

COCONINO:  William  J.  Austin,  M.D.,  President,  1355  N.  Beaver, 
Flagstaff,  86001  ; B.  Alfred  Finney,  M.D.,  Secretary,  1355 
N.  Beaver,  Flagstaff.  86001. 

GILA:  Bernard  J.  Collopy.  M.D.,  President.  Miami  Inspiration 
Clinic  Miami  85539;  D.  B.  Gilbert,  M.D.,  Secretary,  P.  O. 
Box  1030  Pavson  85541. 

GRAHAM:  William  R.  Sullivan,  M.D..  President,  702  8th  Ave., 
Safford,  85546;  Edward  R.  Curtis,  M.D.,  Secretary,  503 
5th  Ave.,  Safford.  85546. 

GREENLEE:  Gordon  Garrioch.  M.D.  President,  Morenci  Hospital, 
Morenci,  85540;  Roberto  A.  Dinglasan,  M.D.,  Secretary, 
Morenci  Hospital,  Morencie,  85540. 

MARICOPA:  William  E.  Crisp,  Jr.,  M.D.,  President;  Max  L. 
Wertz  M.D..  Secretary. 

(Society  address:  2025  North  Central  Avenue.  Phoenix  85004) 
MOHAVE:  Donald  Nelson,  M.D..  President,  2178  McCulloch 
Blvd.  Lake  Havasu  City,  86403:^  Earl  Gilbert,  M.D.,  Secre- 
tary Mobave  General  Hospital,  Kingman,  86401. 

NAVAJO:  George  G.  Bertino,  Jr..  M.D..  President.  1500  William- 
son Ave.,  Winslow,  86047;  R.  Joseph  Haley  III,  M.D., 
Secretary,  P.O.  Box  700,  Holbrook.  86025. 

PIMA:  Richard  S.  Armstrong,  M.D.,  President;  George  W.  King, 
M.D.,  Secretary. 

(Society  address:  2555  East  Adams  Street,  Tucson) 

PINAL:  Glen  L.  Walker,  M.D..  President.  291  W.  Wilson.  Cool- 
idge  85228;  Donald  Lawrence,  M.D.,  Secretary,  1023  E. 
Florence  Blvd.,  Casa  Grande,  85222. 

SANTA  CRUZ:  James  L.  McCullough,  M.D.,  President  711 

Morley  Ave.,  Nogales  85621;  Charles  S.  Smith,  M.D., 
Secretary,  P.O.  Box  1382,  Nogales,  85621. 

YAVAPAI:  A.  W.  Scott  Jr..  M.D.,  President,  P.O.  Box  2468, 
Prescott  86301;  J.  B.  McNally,  M.D.,  Secretary,  434  West 
Gurley,  Prescott,  86301. 

YUMA:  Lester  G.  Olin,  M.D.,  President,  2244  Ave.  A,  Yuma, 
85364;  Dirk  Frauenfelder,  M.D.,  Secretary,  P.O.  Box  43/0, 
Kofa  Station,  Yuma,  85364. 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1973-74 

PRESIDENT  Mrs.  Thomas  Jarvis  (Barbara) 

1266  Skyline  Drive,  Globe,  85501 

PRESIDENT-ELECT  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix,  85018 

1st  VICE  PRESIDENT  Mrs.  Howard  Kimball  (Ella) 

414  West  Northview  Avenue,  Phoenix,  85021 

2nd  VICE  PRESIDENT Mrs.  Ruben  Acosta  (Mary) 

85  Sierra  Vista  Drive,  Tucson,  85719 

RECORDING  SECY Mrs.  William  Robey  (Barbara) 

Box  597,  Litchfield  Park,  85340 

TREASURER  Mrs.  John  Vosskuhler  (JoAnn) 

2220  N.  Crescent  Drive,  Flagstaff,  86001) 

DIRECTOR,  1973-74  Mrs.  Charles  I.  Fisher  (Peggy) 

352  West  Berridge  Lane,  Phoenix,  85013 

DIRECTOR.  1972-74  Mrs.  Robert  Hancock  (Elvera) 

1004  West  Palo  Verde  Drive,  Phoenix  85013 

DIRECTOR.  1973-75  Mrs.  Joseph  McNally  (Suzie) 

Route  1,  Box  320,  Prescott,  86301 

CHAPLAIN  Mrs.  Sam  M.  Mackoff  (Selma) 

5343  N.  23rd  St.,  Phoenix,  85016 

CORRESPONDING  SECY Mrs.  Paul  Jarrett  (Beverly) 

50J  E.  Pasadena,  Phoenix,  85012 

HISTORIAN  Mrs.  Melvin  Phillips  (Jean) 

111  West  Palmdale,  Tempe,  85281 

PARLIAMENTARIAN Mrs.  Robert  Oliver  (Nicki) 

910  North  Wilmot  Road,  Tucson,  85711 


COUNTY  AUXILIARY  PRESIDENTS 

COCONINO  Mrs.  John  Vosskuhler  (JoAnn) 

2220  N.  Crescent  Drive,  Flagstaff,  86001 

GILA  Mrs.  B.  J.  Collopy  (Dinah) 

Box  342,  Miami,  85539 

MARICOPA  Mrs.  Albert  Wagner  (Helen) 

3216  E.  Meadowbrook  Avenue.  Phoenix  85018 

PIMA  Mrs.  Robert  Goldfarb  (Lesley) 

5051  Mission  Hill  Drive,  Tucson  85718 

YAVAPAI  Mrs.  Evaristo  Martinez  (Frances) 

1172  Country  Club  Dr.,  Prescott  86301 

YUMA  Mrs.  Robert  Delph  (Grace) 

1921  16th  Place,  Yuma,  85364 


CHAIRMAN  OF  STANDING  AND  SPECIAL  COMMITTEE 
1973-74 

AMA-ERF  Mrs.  Lawrence  Bailey  (Mary  Ann) 

712  West  Oregon,  Phoenix  85013 

BYLAWS  Mrs.  Glen  Walker  (Ruth) 

Bov  1225  Coolidge,  85228 

COMMUNITY  HEALTH  EDUC Mrs.  Bovd  Metcalf  (Kay) 

5701  Calle  Del  Paisano,  Phoenix,  85018 

COMMUNITY  HEALTH  SERV Mrs.  Ralph  Linden  (Sylvia) 

1971  West  15th  Street  Yuma.  85364 

CONVENTION  Mrs.  Dennis  E.  Welland  (Jeanne) 

5826  N.  Monte  Vista  Drive,  Scottsdale.  85253 

FINANCE  Mrs.  Carl  Shrader,  Jr.,  (Ginny) 

1615  Aztec,  Flagstaff,  86001 

GEMS  Mrs.  David  Gilbert  (Fay) 

Box  1030  Payson,  85541 

HAMER  EDUC.  LOAN  FUND  . .Mrs.  Alvin  Swenson  (Vicki) 
5250  Bartlett  Circle,  Phoenix.  85016 

HEALTH  MANPOWER  Mrs.  Luis  Tan  (Mary  Jo) 

3510  East  Nita  Road,  Paradise  Valley 

HOSTESS  Mrs.  James  Hopkins  (Pat) 

37  N.  Country  Club  Drive  Phoenix,  85014 
INTERNATIONAL  HEALTH  . . .Mrs.  B.  L.  Whitman  (Alberta) 

V.  A.  Center,  Box  22.  Prescott,  86301 

LEGISLATION  Mrs.  Warren  S.  Williams  (Pete) 

Route  5.  Box  893,  Tucson,  85718 
TEMPE  MESA,  CHANDLER,  LIAISON 

Mrs.  John  Hanigsberg  (Barbara) 
1610  East  Donner  Street,  Tempe.  85282 
ORGANIZATION  & MEMBERSHIP  .Mrs.  Howard  Kimball  (Ella) 
414  West  Northview  Avenue,  Phoenix.  85021 

PROCEDURES  & GUIDELINES  Mrs.  M.  T.  Harvey  (Rita) 

P.O.  Box  1729,  Lake  Havasu  City,  86403 

PROGRAM  Mrs.  Raymond  Vaaler,  (Ann) 

3624  North  54th  Court,  Phoenix,  85018 

PUBLICATIONS  Mrs.  Orlin  Wry  (Connie) 

2521  N.  Shade  Tree  Lane,  Tucson  85715 

PUBLIC  RELATIONS  Mrs.  George  Stavros  (Theresa) 

315  W.  Kaler,  Phoenix  85021 

REPORTS  Mrs.  Charles  Kalil  (Ylma) 

1300  East  Missouri  Ave.,  Phoenix 

WASAMA  Mrs.  Wm.  Price  (Ann) 

4524  N.  59th  Avenue,  Phoenix,  85033 
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Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 


CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  8501 2 
3424  North  Central  Avenue  Phone:  248-8500 


5051  North  J4th  Si 

Phoenix,  Arttbnal8 

(602)  955-6200 


counsel 


CAMELBACK  PROFESSIONAL  BUILDING 

1 Eugene  R.  Aimer,  M.D.,  Otto  L.  Bendheim,  M.D., 

Paul  M.  Bindelglas,  M.D.,  James  E.  Campbell,  M.D., 
Thomas  F.  Kruchek,  M.D.,  Harold  E.  McNeely,  Ph.D., 
Harris  D.  Murley,  M.D.,  George  A.  Peabody,  M.D., 
Stanford  E.  Perlman,  Ph.D.,  George  F.  Saravia,  M.D., 
Jerome  F.  Szymanski,  M.D.,  Floyd  L.  Templeton,  M.D., 
Mark  A.  Wellek,  M.D. 


6-1 


Uledical  Center  K-@aij  and  Clinical  Xafaratery 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P,,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


SOMETHING 

BETTER 


HAPPENED  FEBRUARY  1,  1971 

When  the  Arizona  Medical  Association's 
Travelers  malpractice  coverage  began. 

BEFORE: 

Arbitrary  Classifications 
Rising  rates,  surcharges,  dwindling 
markets,  non-standard  policies, 
peremptory  cancelations 

AFTER  — AND  NOW: 

Published,  consistent  rating. 

Under  bureau  rating 

No  bobtail  or  warranty  restrictions. 

ArMA  gets  all  Travelers  figures. 

Five  year  program  guarantee.  Standard 
policy  at  standard  prices.  Stability 
and  integrity  for  you. 


Phoenix  and  Northern  Arizona 
Burns-Harrelson-Burns 

5045  North  12th  Street 
Phoenix  85014 
Phone  266-441 1 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


Tucson  and  Southern  Arizona 
Patzman-Allen-Lamb  & Associates 

5902  East  Pima 
Tucson  85712 
Phone  885-2375 

Do  it  today! 


TRAVELERS  Insurance  Compan 

HARTFORD.  CONNECTICUT 


The 


It  Is  so  ^assuring 

to  kgpw  that  soiqeone 

wlto  is  loved  by  otheiS  is  In 
an  eyyiibnmeiit  o/  devotion, 

dedication  and  enlightenment. 

came[bacK  hospital  5055  north  34th  street/ 


phoenix,  arizona 

ofit  psychiatric,  community  hospital,  fully  accredited 


Your  bookkeeper  still  hasn’t  talked  to  Monica? 


Maybe  we  should  introduce  them. 
If  you  average  over  100  customer  statements  a month,  our 
talking  computer,  Monica,  can  be  very  helpful. 
You  call  a special  Valley  Bank  number,  using  any  ordinary 
touch-tone  telephone.  Our  computer  will  answer  — in  a 
clear,  human  voice.  Then,  step  by  step,  our 
Mill  computer  will  describe,  by  voice,  how  to  record 


All  information  you  send  is  automatically 
repeated,  by  voice,  to  assure  accuracy.  And  you 


Call  261-1665  in  Phoenix  — or  792-7370  in 
Tucson  and  we’ll  introduce  you  to  our  Monica. 


On  cut-off  each  month,  all  the  paper  work  is 


Valley  National  Bank 
Business  Systems  Division 


get  an  instant  balance  for  final  verification. 


your  transaction  — just  by  pushing  buttons 


handled  automatically.  Statements  are 
mailed  within  48  hours. 


We  think  it’s  time  the  two  of  you  had 
a nice  little  chat. 


on  the  phone. 


Parents . . . Grandparents . . . 

Give  the  children  a gift  that 

GUARANTEES  THEIR  INSURABILITY 
FUR  UP  TO  $25,000 


PLUS 

$1,000 

INSURANCE 
PROTECTION 
FOR  ONE  $50 
PAYMENT 

HBA'S  DESIGNOLI  FE  YOUTH 
ESTATE  designed  to  create 
habits  of  thrift  and 
responsibility. 

Age  O to  1 51/2  — New  Designolife  Youth 
Estate  Plan  provides  lifetime  insurance 
protection.  On  payment  of  $50  pays  for 
$1,000  insurance  up  to  age  23. 

Automatically  increases  to  $5,000  at  age 
23  with  annual  premium  of  only  $75  un- 
til age  65. 


Guaranteed  insurability  — The  right  to 
buy  up  to  $20,000  additional  coverage, 
$5,000  at  a time,  at  ages  of  25,  27,  29, 
31,  without  proof  of  insurability. 

Pays  $3450  cash  at  age  65  or  a paid-up 
policy  for  $5,000. 

Designed  to  protect  the  child's  estate  in 
years  to  come  and  to  encourage  the  habit 
of  thrift.  A wonderful  gift  for  now  and 
the  future! 


Doctor  — You  Know  The  Importance  Of  Guaranteed  Insurability 
THE  CHILDREN  WILL  THANK  YOU! 


Send  for  / V [/  \ free  folder 

THElHBAlLIFE 

INSURANCE  COMPANY 

Phone  \IWJpV  258-4885 


i The  HBA  Life  Insurance  Company 
I P.O.  Box  1272,  Phoenix,  Arizona  85001 
I Please  send  folder  on  Designolife  Youth  Estate! 


Name 
Address 
City  


State 


L- 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

FLAOiUE  SHOP 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE,  ARIZONA  *5251  • 
(602)  945-933* 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 

MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882-6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Director*:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


Air  Evac  can  be  ordered  by  any 
physician  to  any  place  to 
transport  a patient  to  any  other 
place.  Call  the  very  hot  line, 

(602)  254-7150,  Phoenix,  Arizona. 

Sfi 

^ SAMARITAN  HEALTH  SERVICE^ 


Tax-Sheltered  investments 


We  specialize  in  quality 
investments  in  tax-sheltered 
cattle-feeding,  cattle-breeding, 
real  estate  and  oil  and  gas  drilling 
programs.  We  will  provide 
information  and  planning 
guidance  on  these  tax-shelters  to 
interested  individuals  and 
corporations.  We  invite  your 

inquiries.  Philip  M.  Young,  President 


819  FINANCIAL  CENTER 
3443  N.  CENTRAL  AVENUE 
PHOENIX,  ARIZONA  85012 
PHONE  263-5482 

m 

securities 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$7.00  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  S5009 
272-9338 
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THE  DOLLAR  GOES  DOWN 


predict  $5.00  to  $6.00  silver  next  year. 

Franz  Pick,  world  expert  on  precious  metals, 
predicts  $8.00  to  $12.00  silver  within  2 years. 
For  additional  information  mail  coupon  below 
or  call  Mr.  Edwards  at  (602)  947-4387. 


Name 

Address 

City State Zip 

Cimarron  Cattle  & Precious  Metals  Co.,  Suite  C 
7045  E.  Camelback  Rd.,  Scottsdale,  Ariz.  85251 
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4601  N.  Scottsdale  Rd. 
Scottsdale  A7 


ON  TH&  BRIGHT  SIDE  OF  YOUR 
PHYSICAL  CONDITION , YOUR  FINGERNAILS 
ARE  COMPLETELY  SATISFACTORY. 


ArMA  offers  a NEW 

INSURANCE  FORM 

FOR  ALL  CLAIMS 

An  order  today  will  stop  the  confusion  of 
multiple  insurance  forms 
Sample  available  on  request 

COST:  $1 .75  per  hundred 

To:  Arizona  Medical  Association 
81  0 West  Bethany  Home  Rd. 

Phoenix,  AZ  8501  3 

Please  send  me  hundred  approved 

insurance  forms  costing  $1.75  per  hundred. 

NAME  

Address  

Bill  me  □ Payment  Enclosed  Q] 


ARIZONA  MEDICINE 


Future 

Medical  Meetings 


A RECENT  REVIEW  OF  RHEUMATIC  DISEASES 

Wednesdays,  Nov.  21  - Dec.  1 8,  1 973 
Tucson  Medical  Center,  Tucson  AZ 
Marshall  Auditorium 

SPONSOR:  Tucson  Hospitals  Medical  Education 
Program 

CONTACT: 

E.  G.  Ramsay,  M.D. 

P.  O.  Box  6067 
Tucson,  AZ  85733 

Approved  tor  5 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ARIZONA  SOCIETY  OF  OTOLARYNGOLOGY 
TEACHING  PROGRAM  1973-74 

Phoenix— Public  Health  Indian  Hospital 
4212  N.  16th  St., 

Main  Conference  Room,  8 P.M. 

Tucson— College  of  Medicine,  Room  21  05 
7:30  P.M. 

SPONSOR:  Arizona  Society  of  Otolaryngology 

CONTACT: 

Richard  D.  Zonis,  M.D. 

7301  4th  St. 

Scottsdale,  AZ  85251 

George  Ely,  M.D. 

601  N.  Wilmot 
Tucson,  AZ  8571  1 

PROGRAM: 

Rhinoplasty,  Dec.  11,  1973.  (Tucson)  Dec.  18 
Otoplasty,  Dec.  11,  1973  (Tucson)  Dec.  18 

Temporal  Bone  Dissection,  Facial  Recess  and  Mastoid, 

Jan.  8,  1974  (Tucson)  Jan.  15 

Clinical  Aspects  of  Vestibular  Physiology, 

Feb.  12,  1974.  (Tucson)  Feb.  19 

The  Dizzy  Patient,  March  12,  1974.  (Tucson)  March  19 

Sinus  Disease,  April  9,  1974.  (Tucson)  April  16 

Cholesteatoma  with  Facial  Paralysis,  April  9,  1974. 

(Tucson)  April  1 6 

Facial  Nerve  Surgery,  May  14,  1974.  (Tucson)  May  21 

Approved  for  8 elective  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


REVIEW  COURSE  IN  INTERNAL  MEDICINE 

27  Sessions,  Every  Wednesday 
Nov.  21,  1973-May  22,  1974 

SPONSOR:  Good  Samaritan  Hospital  and 
Maricopa  County  General  Hospital 

CONTACT: 

David  J.  Crosby,  M.D. 

Good  Samaritan  Hospital 

Jerome  H.  Targovnik 

Maricopa  County  General  Hospital 

Approved  for  1 V2  hours  per  session  toward  the  ArMA  Cer- 
tificate in  Continuing  Medical  Education. 


SOUTHWEST  ALLERGY  FORUM 

January  1 4-1  6,  1 974 
Camelback  Inn,  Phoenix,  AZ 

SPONSOR:  Southwest  Allergy  Forum 

CONTACT: 

E.  G.  Barnet,  M.D. 

Suite  233D 

550  W.  Thomas  Road 

Phoenix,  AZ  85013 
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SYMPOSIUM  ON  DERMATOLOGY 


NEW  ADVANCES  IN  THE 
MANAGEMENT  OF  TUBERCULOSIS 


Wednesdays  — Jan.  1 6-Feb.  6,  1 974 
Tucson  Medical  Center 
Marshall  Auditorium 

SPONSOR:  Tucson  Hospitals  Medical  Education  Program 

CONTACT: 

Richard  C.  Miller,  M.D. 

E.  G.  Ramsey,  M.D. 

P.  O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SEVENTEENTH  ANNUAL  CARDIAC  SYMPOSIUM 

January  18,  19,  1 974 
Scottsdale  Hilton-lnn,  Scottsdale,  AZ 

SPONSOR:  A rizona  Heart  Association 

CONTACT: 

Ray  Inscore,  M.D. 

434  Gurley 
Prescott,  AZ  86301 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SEMINAR  ON  SLEEP 

January  1 9,  1 974 
8 AM.  to  5 P.M. 

Maricopa  County  General  Hospital 
Phoenix,  AZ 

SPONSOR:  Dept,  of  Psychiatry,  Maricopa 
County  General  Hospital 

CONTACT: 

H.  F.  Lenhardt,  M.D.,  Director 
Medical  Education 
Maricopa  County  General  Hospital 
2601  E.  Roosevelt 
Phoenix,  AZ  85008 

Approved  for  8 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


February  1 , 1 974 

Sheraton  Scottsdale,  Scottsdale,  AZ 

SPONSOR:  Arizona  State  Department  of  Health 

CONTACT: 

Suzanne  Dandoy,  M.D. 

1740  W.  Adams 
Phoenix,  AZ 

Approved  for  5 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SECOND  ANNUAL 

RESPIRATORY  REHABILITATION  SYMPOSIUM 

February  1 & 2,  1 974 
Del  Webb's  TowneHouse,  Phoenix,  AZ 

SPONSOR:  Good  Samaritan  Hospital, 

Dept,  of  Respiratory  Therapy 

CONTACT: 

Ms.  Cheryl  Rexford,  Symposium  Manager 

Public  Relations 

Good  Samaritan  Hospital 

1033  E.  McDowell  Road 

Phoenix,  AZ  85006 

Approved  for  9 required  hour  stoward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


BARROW  NEUROLOGICAL  INSTITUTE 
FIRST  ANNUAL  SYMPOSIUM 
INFECTIOUS  DISEASES  OF  THE  CENTRAL 
NERVOUS  SYSTEM 

February  7-9,  1 974 
Camelback  Inn,  Scottsdale,  AZ 

SPONSOR:  The  Barrow  Neurological  Institute 
of  St.  Joseph's  Hospital  & Medical  Center 

CONTACT: 

Richard  A.  Thompson,  M.D. 

Division  of  Neurology 
Barrow  Neurological  Institute 
of  St.  Joseph's  Hospital  & 

Medical  Center 
350  W.  Thomas  Road 
Phoenix,  AZ  8501  3 

Approved  for  16  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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POST  GRADUATE  DAY 
IN  INFECTIOUS  DISEASES 

February  1 6,  1 974 
Arizona  Medical  Center 
Main  Auditorium 
Tucson,  AZ 

SPONSOR:  u niversity  of  Arizona 

Dept,  of  Microbiology  & Medicine 
and  Dept,  of  Pediatrics 

CONTACT: 

David  Rifkind,  M.D. 

Vincent  Fulginiti,  M.D. 

Arizona  Medical  Center 
Tucson,  AZ  85724 

Approved  for  7 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PHYSICIAN  EDUCATION  PROGRAM  IN 
FAMILY  PLANNING  AT  UCLA 

March  11-15,  1974 

SPONSOR:  American  College  of  Obstetrics  & 

Gynecology. 

CONTACT: 

Irvin  M.  Cushner,  M.D.,  OB-GYN 
Dept.,  UCAL,  Center  for  the 
Health  Sciences,  Room  24-139, 

Los  Angeles,  CA  90024 
Telephone:  (213)  825-1046 

PROGRAM: 

A one  week,  no  tuition  seminar,  covering  the  areas  of 
Clinical  Contraception,  Family  Planning  Administration,  and 
Human  Sexuality. 

After  attending  the  seminar  physicians  have  the  option 
of  returning  for  2-4  days  of  clinical  skill  development  (no 
tuition)  and/or  learning  surgical  procedures  (tuition). 


Approved  for  credit  by  the  American  Academy  of  General 
Practice. 


PSYCHOLEGAL  SEMINAR 

February  24  — March  1 , 1 974 
Phillips  Auditorium 
St.  Luke's  Hospita I Medical  Center 
Phoenix,  AZ 

SPONSOR:  Phoenix  Psychiatric  Council 
Education  Committee 

CONTACT: 

Howard  E.  Wulsin,  M.D. 

2500  E.  Van  Buren  St. 

Phoenix,  AZ 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


EVENING  SEMINAR  SERIES  FOR  THE 
PRIMARY  CARE  PHYSICIAN 

Last  Monday  of  Months  Sept. -May 
Room  3117  College  of  Medicine 
U of  A,  Tucson,  AZ 

SPONSOR:  Dept,  of  Family  & Community  Medicine, 

U of  A College  of  Medicine 

CONTACT: 

Anthony  F.  Vuturo,  M.D. 

Dept,  of  Family  & Community  Medicine 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


SOCIETY  OF  MEDICINE  AND  RELIGION 

Schedule  of  Meetings  1974 
6:30  Dinner 

SPONSOR:  Society  of  Medicine  and  Religion 

CONTACT: 

Joseph  Hanss,  Jr.,  M.D. 

2021  North  Central  Ave. 

Phoenix,  AZ  85004 
Phone:  252-6045 

PROGRAM:  When  We  Become  Old,  January  31 
St.  Luke's  Hospital 

Failure  — A Step  Up  or  A Step  Down, 

February  28,  Good  Samaritan  Hosiptal 
Divorce  — Can  We  Ease  The  Pain? 

March  28,  St.  Luke's  Hospital 
Living  With  The  Retarded, 

April  25,  Good  Samaritan  Hospital 
Annual  Meeting,  May  30, 

Beautitudes  Retirement  Home 


SURGICAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 

Hospital  Auditorium 
Baptist  Hospital,  Phoenix 

SPONSOR:  Baptist  Hospital  Phoenix 

CONTACT: 

James  B.  Shields,  M.D. 

6036  N.  19th  Ave. 

Phoenix,  AZ  850 1 5 

Approved  for  1 V2  required  hours  per  month  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 
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Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


Simc€  1920” 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 

Tit  TUSBL  STORE 


2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 


WANTED 

Registered  Pharmacist  wants  to  lease  Phar- 
mary  space  in  either  new  or  existing  medical 
buildings  or  complexes.  Financing  is  available 
to  handle  3 or  4 units  at  this  time.  Contact: 
C.  A.  Rost  & Co.,  c/o  1001  W.  Orangewood 
Ave.,  Phoenix,  AZ  85021 


NEW  LUXURY  FOUR  STORY 
MEDICAL  BUILDING 

Arizona  Medical  Plaza 
1 728  West  Glendale  Avenue 
Phoenix,  Arizona 

Ninety  percent  occupied  needs  the  following 
physicians:  Neurologist;  Neurosurgeon;  Physi- 
cal Medicine  Specialist;  Gastroenterologist;  Al- 
lergist; Chest  Psysician  and  General  Practi- 
tioner. Please  call  Mr.  Bob  Ballard  264-1039. 


Medical  Transcription 
For  Physicians  and 
Hospitals 


MULLEN  MEDICAL  SERVICE 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 702 
100  W.  Clarendon  — Phoenix 
Telephone  263-8526 
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COLLECTION  PROBLEMS? 

Over  four  years  of  experience  in  Arizona  has 
proven  that  our  system  produces  excellent  re- 
sults using  “soft  collection"  methods  at  costs 
averaging  10%  of  moneys  recovered.  We  have 
documented  cases  of  recovery  costs  as  low  as 
2%.  Paid  accounts  are  the  best  accounts.  Call 
or  write:  American  Billing  Corporation  — 4014 
N.  7th  Street  — Phoenix,  Arizona  85014  — 
265-4729. 


CHANDLER  MEDICAL  & PROFESSIONAL 
OFFICE 

Space  1,000  to  3,000  sq.  ft.  Ideal  location, 
mature  landscaping,  covered  parking  for  ten- 
ents  with  ample  additional  parking.  Ten  min- 
utes from  Desert  Samaritan  Hospital.  Phone 
948-6119. 


XEROX  MAMMOGRAPHY 

Private  Office;  Examination  by  Appointment 

VALLEY  RADIOLOGISTS,  LTD. 

444  W.  Osborn  Road 
Phoenix,  AZ  85013 

Phone  - 264-4459 


LOCATION  NEEDED 

Psychiatrist,  age  54,  board  certified,  seeks 
clinic  or  group  affiliation  in  the  greater  Phoe- 
nix area.  Please  contact:  W.  Rothes,  M.D., 
P.  O.  Box  4386,  Yuma  AZ  85364,  Phone:  602- 
783-8360. 


ACRE  OF  PARADISE 

This  blue  chip  offering,  high  above  the  pres- 
sures of  the  city,  affords  supreme  living  at 
its  best.  Over  four  thousand  square  feet  of 
grandeur  and  distinction,  priced  for  the  dis- 
criminating at  $198,500.  A beautiful  oppor- 
tunity to  brighten  your  future.  Contact  Vivian 
Balzer,  946-9811,  for  a private  showing. 


UNITED  COLLECTION  CORPORATION 


Tempe  Office 
1 602  East  Williams 
Tempe,  AZ  85281 
Ph:  (602)  966-7275 


Tucson  Office 
2030  E.  Broadway 
Suite  1 01 

Tucson,  AZ  8571  9 
Ph:  (602)  884-8180 


892  DECEMBER  1973  • XXX  • 12 


INDEX  TO 


Arizona  Medicine 

M JOURNAL  OF  ARIZONA— jL.  f MEDICAL  ASSOCIATION 


MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO 


VOLUME  30 

JANUARY  1973  - DECEMBER  1973 
INCLUSIVE 


INDEX  TO 

Pages 

1-64 

65-132 

133-234 

235-308 

309-380 

381-446 

447-522 

523-586 

587-674 

675-748 

749-832 

833-898 


PAGES 

Issue 

JANUARY 

FEBRUARY 

MARCH 

APRIL 

MAY 

JUNE 

JULY 

AUGUST 

SEPTEMBER 

OCTOBER 

NOVEMBER 

DECEMBER 


AUTHOR  INDEX 


Allen,  M.D.,  Charles  849 
Alsever,  M.D.,  John  B.,  425 
Arbaje-Ramirez,  M.D.,  Seneo  M.,  268 

Beigel,  M.D.,  Allen,  852 
Benchimol,  M.D.,  Alberto,  336,  705 
Bergeson,  M.D.,  Paul  S.,  329,  333 
Bjorklund,  M.D.,  Carl  R.,  709 
Brooks,  M.D.,  Jack  E.,  861 
Burrows,  M.D.,  Benjamin,  543 

Chapman,  B.A.,  Bart,  262 
Chin,  Ph.D.,  Lincoln,  28 
Christian,  M.D.,  Ph.D.,  C.  Donald,  620 
Crosby,  M.D.,  David  J.,  260 
Crowe,  Ph.D.,  William  J.,  275 
Curless,  M.D.,  Richard  G.,  92 


Dandoy,  M.B.A.,  Jeremiah  R.,  486 
Dandoy,  M.D.,  M.P.H.,  Suzanne,  346,  486 
De  Armond,  M.D.,  Murray  M.,  548 
DeGrazia,  Ted,  632 
Davis,  M.D.,  J.  R.,  401 

Dean’s  Page,  36,  101,  183,  281,  341,  415,  491, 

557,  630,  716,  792,  859 
Desser,  M.D.,  Kenneth  B.,  336,  703,  705 
Dew,  M.D.,  Philip  E„  340,  412,  489,  556,  628, 

715,  790,  858 

Diserens,  M.D.,  Robert  V.,  775 

Englund,  M.D.,  DeWitt  W.,  262 
Ewy,  M.D.,  Gordon  A.,  164 

Feltcher,  M.D.,  Ross  M.,  164 
Flynn,  M.D.,  Richard  O.,  343 
Folkestad,  M.D.,  David  P.,  329,  333 
Ford,  M.D.,  John  L.,  793 
F redell,  M.D.,  C.  Herbert,  778 
Frey,  M.D.,  Gerald,  613 

Garrett,  M.D.,  Robert  W.,  548 
Gibson,  ACSW,  Howard  D.,  548 
Gould,  Roy,  721 

Green,  M.D.,  John  R.,  34,  99,  181,  279,  339, 

411,  488,  555,  626,  714,  789,  857 

Hale,  Jr.,  M.D.,  Harry  W.,  849 
Harms,  B.S.,  Richard  M.,  709 
Harris,  M.D.,  Benjamin  K.,  262 
Harris,  M.D.,  Charles  L.,  336,  705 
Heine,  M.D.,  M.  Wayne,  620,  623 

Jarrett,  M.D.,  Paul  B.,  282 
Johnson,  M.D.,  Carl  A.,  172 
Joling,  J.D.,  Robert  J.,  159 
Jordan,  W.  Quinn,  425 

Bold  Face 


Kennedy,  M.D.,  John  W„  37,  108,  347,  496, 
570,  635,  724,  865 

Kravetz,  M.D.,  Howard  M.,  272 

Lavor,  E.  M.,  401 
Lebowitz,  Ph.D.,  Michael,  543 
Levine,  M.D.,  Bernard  E.,  272 
Lox,  Ph.D.,  Charles  D.,  623 

Mann,  M.D.,  Oscar,  164 
Marsh,  Ph.D.,  Kenneth  F.,  548 
McDonald,  John  L.,  553 
McGregor,  M.D.,  Robert,  829 
Melvin,  R.N.,  M.A.,  Nancy,  329,  333 
Montasir,  M.D.,  Adel,  23 
Montgomery,  Sister  Alice,  861 
Mori,  M.D.,  Kyoshi,  705 
Morgan,  B.S.,  Richard  T.,  785 
Moody,  Ph.D.,  Eric  E.  M.,  31 
Mount,  Ph.D.,  David  W.,  31 

Northrup,  D.O.,  George  W.,  102 

O’Neill,  M.D.,  J.  T.,  484 
O’Sullivan,  M.D.,  Ward  D.,  23 

Pogge,  M.D.,  R.  C.,  484 

Reed,  M.D.,  Wallace  A.,  793 
Rios,  M.D.,  Jorge  C.,  164 
Robichaux,  V.  I.,  401 
Roth,  M.D.,  Russell  B.,  559 
Roth,  M.D.,  Sanford  H.,  262 

Sacca,  M.D.,  Joseph  D.,  785 
Sandweiss,  M.D.,  Donald,  264 
Sanowski,  M.D.,  Robert  A.,  268 
Scott,  jJl.D.,  William  C.,  620,  623 
Spotnitz,  M.D.,  Murray,  272 
Standifer,  M.D.,  John  J.,  35,  100,  182,  280 
Strangmeier,  M.D.,  James  M.,  409 
Sussman,  M.D.,  Marcy  L.,  275 
Swasey,  M.D.,  Lloyd  K.,  855 

Taylor,  M.D.,  Ashton  B.,  259 
Thomson,  M.D.,  Brendan,  264 
Thorpe,  M.D.,  Sherman  W.,  94 

Udelman,  M.D.,  Harold  D.,  89 

Vuturo,  M.D.,  M.P.H.,  Anthony  F.,  553 

Waldron,  M.D.,  Charles  W.,  405 
Westfall,  M.D.,  Robert  E.,  272 
Woldoff,  M.D.,  Herbert  S.,  703 
Woods,  M.D.,  A.  H.,  463 

Scientific  Article 


894  DECEMBER  1973  • XXX  • 1 2 


TITLE  INDEX 


AAFMC,  EDP,  PSRO,  ARMA,  HSMHA,  PAS-MAP,  182 
“Acupuncture”,  (May  29,  1973),  Opinion  of  Legal 
Counsel  for  California  Medical  Association  on,  564 
Medical  Association  on,  564 

Advertising,  Use  of  Physician’s  Name  in  Commercial,  493 
Alcoholics,  The  Role  of  the  Physician  in  Planning  and 
Implementing  Services  For,  852 
AMA  House  of  Delegates— An  Observation,  556 
AMA,  This  is  the,  559 
American  College  of  Physicians,  The,  259 
American  College  of  Physicians,  The  Annual  Meeting  of 
the  Arizona  Chapter  of,  279 
Aneurysm— A Case  Report,  Dissecting  Aortic,  336 
Aneurysms,  Multiple  of  the  Conorary  Arteries  Demon- 
stration by  Selective  Coronary  Arteriography,  705 
Annual  Meeting  Pictorial  Highlights,  416 
Annual  Meeting  Program,  82nd,  185 
Anti-Chickenpox  Bank,  569 
Appendicitis,  Treatment  of  Acute,  849 
ArMA  and  Blue  Shield,  The  Future  of,  35 
Arizona  Medical  Association,  Inc.,  The  Resume  of  the 
House  of  Delegatets  Meetitng,  April  28,  1973,  420 
ArMA  Reports: 

Articles  of  Incorporation  and  Bylaws  Committee,  205 
Blue  Shield  Blue  Ribbon,  Ad  Hoc  Committee  on,  726, 
868 

Board  of  Directors,  42,  351,  499,  501,  648,  807 
Executive  Committee,  42,  351,  498,  504,  647,  806 
Finance  Committee,  206,  806 
Governmental  Services  Committee,  869 
Legislative  Committee,  285,  357 
Locum  Tenens  and  Health  Manpower,  Ad  Hoc 
Committee,  809 

Maternal  and  Child  Care,  Ad  Hoc  Committee  on,  639, 
872 

Medical  Education  Committee,  40,  359,  497,  871 
Occupational  Health  Committee,  45 
Pollution  Control  Committee,  204 
Public  Relations  Committee,  571 
Professional  Committee,  349,  645 
Scientific  Assembly  Committee,  109,  642,  811 


BioMedical  Science  to  Society,  the  Importance  of 
Basic,  488 

Blood  Transfusion  Cost  Reduction,  425 
Blue  Ribbon  Committee,  715 
Bureaucratic  Constipation,  793 


Camel’s  Eye,  Through  The,  426 

Camelback  Hospital,  New  Director  Appointed  to,  723 

Cancer,  the  Immunology  of:  Avenues  to  Immuno- 

therapy, 463 

Cancer,  Immunotherapy,  a New  Explanation  for  Some 
Old  Observations,  347 

Carcinoma  in  a Mountain-Gyard  Female,  A Singular 
Large  Skull  Metastasis  from  Follicular  Thyroid,  409 
Carcinoma,  Report  of  Two  Cases,  Retinal  Detachment 
Secondary  to  Metastatic,  703 
Carcinoid  Tumor  of  the  Illeum,  Associated  with  Acute 
Gastrointestinal  Hemorrhage,  405 
“Chlamydospore,  The  Flying”  — Its  Discovery  in  the 
Salt  River  Valley  and  the  Presidio  of  Tucson,  724 
Chromosome  Screening  of  Newborns,  A Technical  and 


Feasibility  Study,  401 
Clinical  Research  Unit,  A,  341 

Coccidioidin  Obtained  from  Two  Sources,  Comparison  of 
Skin  Test  Reactivity  Utilizing,  855 
Coumarin  Therapy,  Soft  Tissue  Hemorrhage  and  Necro- 
sis: An  Unusual  Reaction  to,  775 


Death,  The  Time  of,  159 

Diabetes  Detection  Week,  821 
Dissenting  Statement,  282 

Doctors  and  Hospitals,  Heat,  Light,  Patients,  626 
Drug  Abuse  Prevention,  Notice  to  single  State  Agency 
for,  717 

Drug  Surveillance  Program,  Boston  Collaborative,  557 

Duodenum,  Intramural  Hematoma  of  the,  23 
Dystrophy,  Muscular— Current  Concepts,  92 


Editor,  Letters  to,  283,  492,  723 

Electrocardiographic  Precursors,  164 
Emesis,  Induced— A Questionable  Procedure  for  the 
Treatment  of  Acute  Poisoning,  28 
Encephalitis,  Venezuelan  Equine,  Potential  Problem  for 
Arizona,  553 

Estriol— The  Hormone  of  Pregnancy,  620 
Estriol  Levels  in  High  Risk  Pregnancy,  Evaluation  of 
Serum,  623 


Federation  News,  494 


Gavel,  Passing  of  the,  280 

Gonorrhea,  Seasonality  of,  In  Arizona,  486 

Grulee  Award,  863 


“Health  Care,  The  Cost  and  Delivery  of”,  Report  of 
Twenty-third  Arizona  Town  Hall,  796 
Health  Service,  The  Danes  and  Their,  37 
Health  Services,  Arizona  Plan  for,  790 
Heard,  On  Being,  100 
Human  Behavior  and  Development,  101 
Hyperalimentation,  Intravenous— An  Important  Adjunct 
in  the  Treatment  of  Medical  Diseases,  268 
Hyperalimentation— A Review,  613 


Jurisprudence,  Medical,  183 


Lambert  Awards,  The  Gerald  B.,  426 
Lifesaving  Sign,  283 
Listens?  Who,  628 

Liver  Disease,  The  Adult  Respiratory  Distress  Syndrome: 
The  Predisposing  Role  of,  264 
Locomotion  at  the  College  of  Medicine,  Interdisciplinary 
Research  on,  859 


Bold  Face  Indicates  Scientific  Article 


ARIZONA  MEDICINE  895 


TITLE  INDEX 


Maricopa  Foundation  for  Medical  Care— Success  Story, 
Motorola  and  the,  721 

Medical  Care,  Quality,  Comprehensive  Planning  Council 
and  Motorola,  99 

Medical  Conditions,  “The  Killers”  Examines  the  Five 
Major  Lethal,  794 

Medical  Education  and  Medical  Care,  Excellence,  411 

Medicine,  Emergency,  339 

Medical  Program  for  the  Arizona  State  Department  of 
Corrections,  A Comprehensive,  785 

Methadone,  Treatment  Programs,  FDA  Regulations, 
Questions  and  Answers,  566 


Obituaries 

Cummings,  M.D.,  Harry  A.,  864 
Duncan,  M.D.,  Arnott  K.,  864 
Einhorn,  M.D.,  Harold,  864 
Elkins,  M.D.,  Charles,  864 
Gluck,  M.D.,  Martin,  864 
Gregory,  M.D.,  T.  Richard,  864 
Haley,  Jr.,  M.D.,  R.  J.,  864 
Hayward-Butt,  M.D.,  John  (Peter),  804 
Kelley,  M.D.,  Keith  B.,  638 
Kline,  M.D.,  Clifford  L.,  864 
Manning,  M.D.,  W.  R.,  864 
Mattiesen,  M.D.,  Donald  E.,  202 
Melton,  M.D.,  Bernard  L„  Jr.,  864 
Merklin,  M.D.  ,Fred  C.,  Jr.,  864 
Mikell,  M.D.,  John  S.,  864 
Miller,  M.D.,  Arden  L.,  864 
Mulligan,  M.D.,  V.  A.,  864 
Omer,  M.D.,  Joy  A.,  864 
Reid,  M.D.,  Duncan  Earl,  864 
Robb,  M.D.,  Mayo,  864 
Roberts,  M.D.,  Loy  G.,  203 
Schoen,  M.D.,  Roland  F.,  718,  719 
Sklar,  M.D.,  Isidore  Allen,  864 
Wagner,  M.D.,  Alphonse  J.,  864 
Wright,  M.D.,  Arthur  F.,  864 


Oncology,  Medical,  491 
Operation  Arrowhead,  632 

Organization,  On  the  Importance  of  Responsible  Med- 
ical Staff- Administrative-Trustee,  857 
Overdose  with  Relatively  Newer  Medications,  Relative 
Safety  of  Self-Inflicted,  484 
Ownership,  Statement  of,  699 


Pain,  Exploring  the  Problem  of,  281 
Panama  Canal  Comes  to  Sagamore  Hill,  The,  496 
Pathology  Teaching,  Clinical,  415 
Pediatrics,  Computer-Assisted  Programs  in,  792 
Pediatric  Nurse  Associate  Program  for  Arizona,  A,  333 
Pediatric  Nurse  Associate:  Who  is  She  and  What  does 
She  Do?,  The,  329 

Peritoneal  Lavage,  Dilution— Solution  to  Pollution?,  94 
Pneumothorax,  Catamenial,  260 


Pollution  in  Arizona,  Air,  181 
Pollution  and  Respiratory  Illness,  Air,  543 
Pulmonary  Diseases,  Continuing  Education  in,  630 
Pulmonary  Emboli  as  Cause  of  Pulmonary  Hypertension, 
272 

Pulmonary  Function  Team,  Shock  and  the,  34 

Pulmonary  Scanning  in  Pulmonary  Embolism,  275 

PSRO,  283 

PSRO  Problems  and  Progress,  555 
Presidential  Address,  412 
Psychiatry  on  the  College  Campus,  548 
Psychiatry— A Global  View,  Geriatric,  80 


R-Factor  Mediated  Multiple  Antibiotic  Resistance  in 
Arizona,  The  Problem  of,  31 

Regional  Medical  Program,  343 

Rehabilitation  Program  at  Good  Samaritan  Hospital, 
Phoenix,  Arizona,  The,  709 
Renal  Replacement  Therapy,  716 
Reunions,  On  Medical  Class,  570 

Rheumatic  Diseases,  Quantitative  Study  of  Doctor- 
Patient  Communication  in,  262 


Santa  Clause?,  Is  There  A,  858 
Scandinavian  Adventure,  106 
Search  Committee,  340 

Self  Discipline  Urged,  Medical  Profession,  864 
Spinal  Cord  Injuries,  An  International  Congress  on  the 
Acute  Management  of,  714 

Statement,  Joint  Policy,  Board  of  Directors  and  Select 
Committee  of  the  Medical  Staff  St.  Joseph’s  Hospital 
and  Medical  Center,  861 

Stethoscope,  The  Binaural,  172 


Television  and  Cinematography  as  supporting  services 
in  the  College  of  Medicine,  36 
Territorial  Quarantine,  108 
Thanksgiving,  1973,  789 

Thyroid  Disease,  The  Surgical  Treatment  of,  778 
Tuberculosis,  Hospitalization  for,  346 


United  Medical  Care  Foundations  of  Arizona  and  PSRO, 
489 


Venereal  Diseases,  Statement  on,  633 


Who  Killed  Cock  Robin?,  or  Does  AMA  Limit  Physician 
Training?,  865 

Woman’s  Auxiliary  Hobby  Show,  129 
Women’s  Auxiliary  to  ArMA,  43rd  Annual  Meeting 
Program,  200 

Women’s  Auxiliary,  Arts  & Crafts  Show,  208 
X-Ray  by  the  Military,  Early  Use  of,  635 


Bold  Face  Indicates  Scientific  Article 


896  DECEMBER  1973  • XXX  • 12 


Index  to  Advertisers 


Abboll  Laboratories 

Selsun  841 

Amt  Securities  886 

American  Billing  Corp 892 

Arizona  Laminating  Co 885 

Arizona  Medical  Plaza  891 

Arizona  Political  Action  Comm 847 

Bio-Science  Labs  837 

Blue  Shield  846 

Burroughs  Wellcome 

Neosporin  Ointment  887 

Camelback  Hospital  883 

Camelback  Professional  Bldg 881 

Cimarron  Cattle  Co 886 

Classified  891,  892 

Doctors  Central  Directory 891 

HBA  Life  Insurance  884 

Hobby  Horse  Ranch  School  885 

Eli  Lilly  & Co. 

Loridine-I.M 848 


Medical  Bookstore 


.885 


Medical  Center  X-Ray  & Clinical  Labs 


.881 


Merck  Sharp  & Dohme  836,  837,  838 


Mullen  Medical  Service 


.891 


National  Casualty  Co. 


.880 


Pharmacy  Directory 


.891 


Pharmaceutical  Manuf.  Assoc .844,  845 


Roche  Laboratories 

Dalmane  


Second  Cover,  833 


Roswell  Bookbinding 


.886 


Samaritan  Health  Service 


.885 


Stanford  University 


.834 


The  Scherer  Co. 


.840 


G.  D.  Searle 

Lomotil  . . 


.898,  Third  Cover 


Danny  T.  Seivert 

Insurance  


.891 


Safari  Hotel 887 


Travelers  Insurance  Companies 


.882 


United  Collection  Service 


.892 


Valley  National  Bank 


.883 


Wallace  Pharmaceuticals 

Rondomycin  


.842,  843 


ARIZONA  MEDICINE  897 


„ *10901 


irritations  ot 
day  are  often 


The  causes  of  irritable  colon  and  the  diarrheal 
symptoms  that  often  accompany  it  can  be  as  di- 
verse as  the  systemic  and  emotional  irritations 
man  is  faced  with  daily. 

Although  the  mucoid  nature  of  stools  and  the 
occurrence  of  diarrheal  episodes  coincident  with 
times  of  emotional  stress  may  be  valuable  clues 
to  the  functional  nature  of  the  disorder,  irritable 
colon  must  often  be  diagnosed  by  exclusion. 
l|f|ch  diagnostic  exploration  takes  time.  Discov- 
ery of  the  nature  of  any  emotional  problems  may 
take  more.  During  that  time,  Lomotil®  is  an  ideal 
agent  for  controlling  diarrheal  symptoms. 

Lomotil  tablets  are  small,  easy  to  carry  and 
easy  to  take.  They  act  promptly  and  effectively. 
Secondary  effects  are  relatively  infrequent  and, 
once  the  first  force  of  the  diarrhea  is  controlled, 
maintenance  is  frequently  effectiveupn  as  little 
as  one  fourth  of  the  initial  dosage.  + 44  9 g 


These  same  characteristics  make  Lomotil 
useful  in  controlling  the  diarrhea  associated  with 
gastroenteritis,  antibiotic  therapy  and  acute 
infections. 
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